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Ps. ceruginosa : 
PANSULFA with PENICILLIN 
shows superior bacteriostatic action 
against 100,000 units penicillin 


Ps. aeruginosa 

PANSULFA with PENICILLIN 
shows superior bacteriostatic action 
against the typical triple sulfonamide 
(-diazine, -merazine, -methazine) 


And the difference you can expect 
for patients is just as apparent 


and another big difference... Sulfacetamide is the 
least toxic sulfonamide reported in Lehr's clinical studies.* Naturally, 
that eases your mind about possible toxic effect... lessens danger 


of crystalluria or renal damage. 


PANSULFA wi PENICILLIN 


Each tablet contains: 


Crystalline Per Potassium G 100,000 units 
saat Sulfamerazine .. 0.167 Gm 
S | ‘f 


.. 0.167 Gm. 





antidote 


tor 


spasm 


Tension of body and mind whether of central or 
autonomic origin finds a safe, pleasant antidote in 
Barbidonna. This logical combination of the natu- 





ral belladonna alkaloids and phenobarbital affords 

Formula: Each tablet or fluidram (4 cc.) of 

the smooth spasmolysis . . . the balanced sedation 

/ elixir Contains 
so essential for rapid control of smooth muscle Phenobarbital 16.0 mg. (4 gr.) 

Belladonna Alkaloids 

spasm in the gastro-intestinal, cardiovascular, re- pomeaseeabh ogee Oise 
; approximately equivalent 

spiratory or urogenital tracts and psycho-tension of to 7 min. Tr. belladonna 

Tablets: in bottles of 100, 500 and 1000 


the central nervous system. Write today for further 
Elixir: in bottles of 1 pint and 1 gallon 





information and a professional sample. 


BARBIDONNA 


VANPELT & BROWN, INC. Pharmaceutical Chemists RICHMOND 4, VA. 





RETAFENZ@ ~ntinent 


with Hexachlorophene and other effective medicaments 


DOs MAHOK Mt VSO “Mins 


ANTIPRURITIC © antipacteriaAL © ANTIFUNGAL 


Hexachlorophene 1%, Acid Carbolic 0.9%, 
Resorcinol 1%, Oil of Tar Rectified 0.5% 
and Zinc Oxide 4% in a specially prepared, 
perfumed, polyethylene glycol base— 
readily releasing the active ingredients at 
the site of administration, non-irritating, 
easily washable and non-staining 


Supplied in 15 Gm oz.) tubes, individually cartoned, and 354 oz. jars. 


Retafen Liquid in 2 fluidounce bottles. 


VB 


VANPELT & BROWN, Inc. Pharmaceutical Chemists RICHMOND 4, VA. 
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Symptomatic Relief 
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List No. 300 


HISTA-NOUALENE 


MOUS Pat ops 








With these two outstanding 
products, you can select the 
most ¢éffective preparation for n 
each Seat — 4 4 fon tone notin 
NOVALENE, with its many 
active ingredients provides not 
only rapid relief with prolonged 
effect, but is also remarkable for 
its valuable prophylactic action. 
HISTA-NOVALENE, with 
added high antihistaminic 

REPEC ED Formulae: 
potency, brings quick relief and WOVALEWE Phenobarbital........ a 
protection for those sufferers (Warning— May be habit-forming) 
who require, in addition, effec- Ephedrine Sulfate............. ae 
tive antihistaminic medication. Potassium Iodide... ........000 2% gr. 


Check the formulae below... HISTA- Calcium Lacthte....s..scesxeceusan 2% gr. 


and you'll see why we say, NOVALENE Sodium Phenobarbital............ Y gr. 
rhe correct approat h—pre- (Warning—May be habit-forming) 

scribe either NOVALE r Ephedrine Sulfate.........++++++ M% gr. 

HISTA-NOVALE . Potassium Iodide. ... oo pccccecseds 2% gr. 

Cinlotsan Vattate., ss 6.cicncvxkannns 2% er. 

Pyrilamine Maleate ...........4++ 20 mg. 






Y% gr. 


Available at prescription pharmacies in boxes of 25’s, 
100’s, bottles of 500’s and 1000's. 







LEMMON © 


Reacar comPe™ Promoted only to the Medical Profession 


Write for Professional Literature and Samples 
PROFESSIONAL DRUGS, DIVISION OF LEMMON PHARMACAL CO., 
. SELLERSVILLE, PA. 








FPRO-LAP 


ADHESIVE PLASTER 


1 -Sticks Easily and Well 
2 -Causes Little or No Irritation 
3 -Does Not Slip or Creep 


Fatty acid salts in the 


Becaus emf mass—zinc propionate 
and zinc caprylate— 
reduce skin maceration and slimy deposit and retard 


the growth of bacteria and fungi. Write for results 
of clinical tests. 


Prove it to Yourself — 


Write for a FREE spool of Pro-Cap. If 
you are irritated easily by plaster, 
make a side-by-side patch test on 
your forearm using Seamless Pro-Cap 
and any other adhesive plaster. Leave 
tape on 48 hours—see the difference! 
Prove to yourself that Seamless Pro- 
Cap causes little or no skin irritation. 





even the hardiest skin... 


is not immune to pruritus, nor im- 
mune to the irritating action of such 
antipruritic agents as phenol (in 
calamine é phenol),’ and not immune 
to the sensitization reported follow- 
ing antihistaminics. Calmitol Oint- 
ment controls pruritus — promptly 
and lastingly and is safe for the ten- 
derest of skins, for mucous mem- 
branes and even excoriated lesions. 


In contradistinction to calamine? 
Calmitol offers active antipruritic 
ingredients — camphorated chloral, 
hyoscyamine oleate and menthol 
(Jadassohn’s Formula )—which raise 
the impulse threshold of skin recep- 
tor organs and sensory nerve end- 
ings, thus inhibiting pruritic sensa- 
tions at their point of origin. 


—j< CALMITOL 


the bland antipruritic 


1. Underwood & Gaul: J.A.M.A., 130:249, 1946, 
2. Goodman, Herman: J.A.M.A., 129:707, 1945, 


hos Leeming gL Co Ine; 


155 East 44th Street, New York I7, N.Y. 
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IN ESSENTIAL H YPERTENSION 


Vasorelaxation Through Central Action... 
Along Established Physiologic Channels 


oe 
Veriloid 

Supplied in 1, 2, and 3 mg. 
tablets. Average dose, ? 
to 15 mg. daily, in divided 
dosage three times daily, 
every 6 to 8 hours, prefer- 
ably after meals. 


Veriloid-VP 

Veriloid, 2 mg., and pheno- 
barbital, 15 mg., per tablet. 
Valuable when sedation is 
required. Average dose, 
one tablet four times daily 
after meals and at bedtime. 


Veriloid-VPM 
Veriloid, 2 mg., phenobar- 
bital, 15 mg., and mannitol 
hexanitrate, 10 mg., per 
tablet. Provides the added 
vasorelaxant action of 
mannitol hexanitrate. Dos- 
age same as that given for 
Veriloid-VP, 


VERILOID 


An outstanding feature of the hypotensive action 
of Veriloid is its central action, effecting vasorelaxa- 
tion by impulses traveling along physiologic chan- 
nels to the arteriolar musculature. Thus it does not 
interfere with ganglionic function and allows con- 
tinuous operation of postural reflexes so essential 
for normal activity. 

Veriloid, a unique ester alkaloidal fraction (gener- 
ically designated alkavervir) of Veratrum viride, is 
specifically indicated in all grades of essential hyper- 
tension. Biologically standardized in dogs for hypo- 
tensive potency, its pharmacologic uniformity makes 
for a more dependable and a more profound hypo- 
tensive response. Through careful dosage regulation, 
around-the-clock depression of blood pressure is 
possible for continued control of the disagreeable 
symptoms of hypertension. 


RIKER LABORATORIES, INC. 


8480 Beverly Boulevard, Los Angeles 48, Calif. 








NOTE THESE [2 IMPORTANT FEATURES 


Uniformly potent; constancy of 


Cardiac output is not reduced... 


pharmacologic action permits exact 
dosage calculated in milligrams... 
A unique process of manufacture 
produces a slow-dissolving tablet, 
assuring Veriloid absorption and 
action over a considerable period... 
Moderates blood pressure by vaso- 
relaxant action independent of 
vagomotor effect . . . 

No ganglionic or adrenergic block- 
Oe... 

Lability of blood pressure, so im- 
portant in meeting the demands of 
an active life, is not interfered with; 
there is no danger of postural 
hypotension... 


No compromise of renal function... 
Cerebral blood flow is not de- 
creased ... 

pee ea 

Tolerance or idiosyncrasy rarely 
develops... 

Hence can be given over long pe- 
riods in the aim to arrest or lessen 
progression of hypertension... 
Well tolerated in properly adjusted 
dosage; does not lead to headache... 
Produces a prompt and sustained 


drop in blood pressure in all forms 
of hypertension. 
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makes a big difference 
in treatment of obesity 
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When SIBLIN is prescribed appetite is appeased @ller quantities of food. 
Iverweight patients enjoy their meals without ov ereating ariatathe absence of 
endocrine imbalance and other organic abnormalities, ¥ ely lose 
excess pounds without extreme dietary restrictions. None of the phys 
psychologic side effects usually seen with the custor@ 
weight-reducing agents are encountered 


Hydrophilic SIBLIN granules, derived from plantago, take up water, increase in 
volume, and combat the uncomfortable feeling of emptiness which makes 
ost overweight patients overeat. In addition, SIBLIN’s bulk-forming material and 
its vitamin B, content (150 units per heaping teaspoonful ) aid in re-establishing 
peristaltic function and muscular tone which are frequently impaired in 
patients with irregular or capricious dietary habits. 

. , 


dosage: Two or more teaspoonfuls of SIBLIN as determined necessary to create a sense of fullness, 
followed by one or two glasses of water, one-half hour before-luncheon and dinner. 


pre at For pleasant, gentle, laxation ~ Two tea- 


other Te ation conc ai pes water. 


indications ae. To promote formation of stools of normal consistency ~ 
for Three heaping teaspoonfuls, or more, with a full glass of water, daily. 


SIBLIN hemorrhoidectomy: To insure soft stools — —One teaspoonful 
ak is Daas cai What tee 





SIBLIN is supplied in 4-ounce and 16-ounce packages. 


Qe er os ; *Jonas, A. D.: A Psychobiologic Approach to the 
Problem of Obesity, Am. Pract. 1 :933, 1950. 
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NOW ELIMINATE VITAMIN LOSS 


protect your small patients with protected vitamins 


VI-MIX DROPS 


[TIPLE VITAMIN DROPS, LILLY) 


. . . anew type of pediatric preparation which stays fully potent with- 
out refrigeration from the date of manufacture until it is mixed just 
prior to use in the home. 
All the essential vitamins which remain stable in solution are in one 
bottle. Another contains a powder consisting of those vitamins which 
best retain their stability when kept dry. Simply instruct that the 
liquid be added to the powder. Make sure. Put babies on ‘Vi-Mix Drops.’ 

CZ, 

Lilly 

ELI LILLY AND COMPANY © INDIANAPOLIS 6, INDIANA, U.S. A. 
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Cervical Biopsy Curet 


FEATURES...New curet* means simple 
procedure for the doctor—can be carried 
out in the office without anaesthesia. Sim- 
plifies work of pathologist—utilizes routine 
paraffin embedding, microtome sectioning, 
staining with hematoxylin and eosin, and 
microscopic study. 

CLINICAL PROCEDURE 

No anaesthesia is required. The cervix is 
grasped with a tenaculum. The curet is intro- 


duced gently into the cervical os with rotation 





HERE 1S A PARTIAL LIST OF OUR PRODUCTS 


Adams Centrifuges 
Gastro-Ovodenal Tubes 
MEDICHROMES—2 x 2” Cytology Outfits 
Kodachromes Anatomical Models 
Clinical Laboratory Supplies 
GOLD SEAL Slides & Cover Glasses 


Kahn Uterine Cannula 
Polyethylene Tubing 











in a counter-clockwise direction until it is 
inserted as high as possible in the canal. The 
material collected in the cup is then trans- 
ferred to the surface of a small square of paper 
with an applicator stick. 

MICROSCOPIC TECHNIC 

The collected blood, mucus and tissue are fixed 
and embedded as with other tissue specimens. 
Staining is carried out in the usual manner 
with hematoxylin and eosin. Time for prepa- 
ration is the same as for other routine biop- 
sies. Examination is facilitated since the tissues 
are concentrated in a small space on the slides. 


E-425/SS Nolan-Budd Cervical Biopsy Curet...ea. $20 
Form 5158 gives complete details. 

*J.F. Nolan, M.D., and J. W. Budd, M.D., Los Angeles 

Tumor Inst., Cancer, 4, 6, Nov. 1951, pp. 1367-1371. 


Clay-Adams Company, Inc. 141 East 25th Street, New York 10, N. Y. 


CLAY-ADAMS PRODUCTS ARE AVAILABLE FROM LOCAL SURGICAL AND SCIENTIFIC SUPPLY DEALERS 
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LETTER FROM THE EDITOR 





Dear Reader: 

Have you made plans for a vacation? I hope you have 
and that you take one. 

One of the books I love most is Philip Barry’s play Holiday. 
It appeals to me because it is the story of a man who, early 
orphaned, spent the next twenty years struggling to keep alive 
and get an education. Then he made much money, and with 
this he decided to take a year off—a holiday—during which he, 
for the first time in his life, would sit down and figure out what 
life was all about, why he was working so hard, in what direc- 
tion he wanted to go, what he wanted to do, and what he most 
wanted to get out of the years that remained. 


Might it not be well if all of us were to stop for a moment 
to look where we are going, and to wonder if we are doing all 
we can to live wisely and richly and usefully? 

Doctors more than most men seem always to be so very 
busy and to have dozens of excuses ready made for not taking 
time off now. Next year, perhaps, but now things are too press- 
ing. As a matter of fact, affairs will always be pressing until you 
take time by the forelock. You must arrange time for the things 
that you want to do, for the things that must be done. 

We don’t have to take a year off as Barry’s hero did. Nor 
do we expect to come up with the answers to all the questions 
he asked himself. But even a short vacation away from the pull 
of everyday affairs will help to restore perspective and make 
life more enjoyable. And it will make you a better practitioner 
and increase your value to your patients. 

Let us prescribe a vacation for ourselves and take our own 


Libis: C. rane, 


EDITOR-IN-CHIEF 


medicine. 








f x 


— “ 
WHEN Cy, paen ARE PROBLEM s" 


When you have the problem of restlessness and crossness 
in children with concurrent acute disease 


When you have the problem of insomnia in children with colds, 
childhood infectious disease, teething difficulties, trauma, etc. 


When you have child patients with emotional behavior problems 


When emotional children present a feeding problem 


F k h B (phenobarbital plus thiamine) 
S dp en elixir - tablets 


Smith, Kline & French Laboratories, Philadelphia 





Available, also: elixir Eskaphen B with Belladonna, for use in patients 
with smooth-muscle spasm. ‘Eskaphen B’ T.M. Reg. U.S. Pat. Off. 
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Correspondence 


Communications from the readers of MODERN MEDICINE are 
always welcome. Address communications to The Editors of 


MovERN MepicIne, 84 South 10th St., Minneapolis 3, 


Correcting an Inconsistency 


rO THE EDITORS: In my discussion 
on “The Myth of Bed Rest for Heart 
Disease” which appeared in the 
March 1, 1952 issue of Modern 
Medicine there is a typographical er- 
ror which unfortunately reverses the 
information I wish to impart. 

On page 158, in the second para- 
graph of my article, the sentence 
Starting on the twenty-sixth line of 
the first column reads: “It is a pity 
that centuries of experience with in- 
geniously graded restraining in fa- 
Mous spas have been brushed aside 
as so much hocus-pocus.” The word 
“restraining” should read “retrain- 
ing. Since this error creates an in- 
consistency with what I propound in 
the article, | should very much ap- 
preciate a correction in a forthcom- 
img issue. 

S. H. MAY, M.D. 


New York 


Minn. 


DDT Poisoning in Children 

TO THE EDITORS: The important 
observations of Drs. Peter Gruen- 
wald and Mendel Jacobi on inter- 
stitial pneumonitis occurring in sud- 
den death or rapidly fatal illness in 
infants (Modern Medicine, Feb. 15, 
1952, p. 134) deserve widespread at- 
tention and intensive further investi- 
gation. 

Prodromal signs of poisoning are 
described as being usually those of 
an upper respiratory infection and 
occasionally vomiting, diarrhea, or 
convulsions. 

The similarity both of the clinical 
description and postmortem findings 
to those of a case observed by 
Dr. Robert F. Mobbs (J.A.M.A. 
138:1253, 1948) impressed me as 
striking. A child living 100 yd. from 
an insecticide mixing plant, contin- 
uously exposed to dust containing 
DDT —_(dichloro-diphenyl-trichloro- 
ethane) and benzene hexachloride 
(hexachlorocyclohexane) emanating 
from this plant, died suddenly in 
convulsions. At autopsy, extensive 
interstitial pneumonitis was found. 
Dr. Mobbs then exposed 6 rabbits 
to this dust in the plant. All 6 died 
in the second week; all showed se- 
vere interstitial pneumonitis. Dr. 
Mobbs was kind enough to permit 


(Continued on page 23) 
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DRUG SENSITIVITIES 
AND CONTACT DERMATITIS 


5 ea INCIDENCE of drug hyper- 
sensitivities and contact 
dermatitis has been steadily in- 
creasing, inasmuch as millions 
of people are exposed daily to 
chemotherapeutics, antibiotics 
and industrial chemicals with 


sensitizing capacities.!® !7 


The specificity of ACTH in the 
treatment of these unpredictable 
disease states is well established. 
In acute cases of hypersensitiv- 
ity, ACTH is of inestimable 
value; relief is rapid and com- 
plete. In contact dermatitis 
ACTH is frequently the only 
form of treatment in patients re- 
sistant to conventional therapy. 


The small doses required for 
the control of hypersensitivity 
reactions and acute contact der- 
matitis need be given only for 
short periods of time, thus min- 
imizing the incidence of side- 


effects. 


AN rHE ARMOUR LABORATORIES 





Short course 
of therapy... 
small doses 


Completely 
refractory 
to conventional 
therapy 


Poison ivy 
dermatitis 


intractable 
anogenital 
pruritus 


An interesting group of 12 patients with acute 
urticaria have been reported in which very small 
total amounts of ACTH, 10 to 40 I.U. (U.S.P. units) 
were used for a day or even less. Ten of the 12 
patients showed prompt and full relief of signs and 
symptoms even from this low dosage and short 
period of treatment. Urticaria was caused by 
paint (1), food (1), sulfonamides (1), and penicil- 
lin (9). Cortisone was administered to some of the 
patients, but was considered less effective than 
ACTH.!8 


A patient with angioneurotic edema and urticaria 
due to penicillin, who had been completely refrac- 
tory to antihistaminics, epinephrine and sedatives, 
responded satisfactorily to a short course of ACTH 
therapy.!9 


Severe poison ivy dermatitis in a physician’s son, 
aged 10, responded rapidly to six doses of ACTHAR 
Gel, given in doses of 40 I.U. (U.S.P. units) every 
6 hours. The boy recovered completely in 72 hours. 
Conventional therapy tried prior to ACTH had 
failed.2° 


Impressive results are reported from the adminis- 
tration of ACTH in 4 patients with chronic, intract- 
able anogenital pruritus. One patient had suffered 
for 20 years without relief from conventional ther- 
apy; a second patient also had derived no benefit 
from customary methods; a third patient had to be 
hospitalized in an acute panic state. All of these 
patients experienced complete relief from ACTH. 
No recurrence was noted.2! The fourth case, after 
2 months of freedom from symptoms, relapsed. 
There was a deep-seated anxiety state present in 
this patient. 
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me to examine the histologic sections 
myself. 

Coryza, vomiting, diarrhea, and 
convulsions are well-known toxic 
effects of DDT. The extremely wide- 
soread use of DDT and related sub- 
stances in the home, especially in 
zerosol form, leads to frequent in- 
tensive exposure of infants, for 
whom these preparations are gen- 
erally considered harmless by the 
public. In a recent statement from 
Regional Office V of the U.S. Public 
Health Service (Oct. 31, 1951) it 
is pointed out: 

DDT is a delayed-action poison. Due 
to the fact that it accumulates in the 
body tissues, especially in females, the 
repeated inhalation or ingestion of 
DDT constitutes a distinct health haz- 
ard. The deleterious effects are mani- 
fested principally in the liver, spleen, 
kidneys and spinal cord. 

DDT is excreted in the milk of cows 
and of nursing mothers after exposure 
to DDT sprays and after consuming 
food contaminated with this poison. 
Children and infants especially are 
much more susceptible to poisoning 
than adults. 

R. O. Bauer and W. W. Jetter 
(Federation Proc., Vol. 8, no. 1, 
March 1949) reported that exposure 
of rats to inhalation of a DDT aero- 
sol mixture led to “moderate to se- 
vere interstitial pneumonitis in all 
test animals.” 

It is of course impossible to cite 
here the vast amount of other per- 
tinent data in the literature. How- 
ever, the available evidence indicates 
the urgent advisability of investigat- 
ing in all cases of sudden infant 
death of the type reported by Drs. 
Gruenwald and Jacobi the possibility 
of prior exposure to DDT and re- 
lated preparations and especially to 
aerosol mixtures. 


MORTON S. BISKIND, M.D. 
Westport, Conn. 
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feitx Bellows 
yttinuous 
Focusing Device 


re e 
© By simple rack and pinion motion 
makes possible extremely fine focus- 
ing over continuous range from 
reproduction ratio of 1.1 to infinity. 
© Offers ground-glass image with 
viewing magnifier... perfect control 
of illumination and depth of focus. 
© Vividly brings out the finest detail 
in every kind of clinical close-up work. 
Another of the more than 200 valu- 
able accessories available to help you 
do more things better with a Leica. 


BETTER 
PICTURES 
EASIER 


For further information write Dept. M 


E. LEITZ, Inc., 304 Hudson St., N.Y. 13, N.Y. 

LEICA CAMERAS AND ACCESSORIES 

LEITZ MICROSCOPES + BINOCULARS 
SCIENTIFIC INSTRUMENTS 
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Fibrositis of Gouty Origin.. 


CINBISAL 





FOR THERAPEUTIC TEST AND MANAGEMENT OF GOUTY STA 


Numberless instances of chronic, 
recurrent, painful involvement of 
the periarticular tissues represent 
stages of gouty arthritis; a thera- 
peutic test with colchicine will fre- 
quently disclose the nature of the 
disease and open the door to specific 
therapy. 

Cinbisal provides colchicine (0.25 
mg.) for specific action against the 
gouty process; sodium salicylate 
(0.3 Gm.) for effective relief of pain; 
ascorbic acid (15 mg.) to replace 
vitamin C lost during salicylate 
therapy. 


DOSAGE e IN ACUTE CASES— medi 
management includes two tab 
Cinbisal (representing colchici 
0.5 mg. and sodium salicylate 
Gm.) every hour until pain 
relieved, unless gastrointesti 
symptoms appear. (Eight to 
doses are usually sufficient.) 


TO PREVENT RECURRING ATTACKS — 
or two tablets every four hours. 


SUPPLIED— Bottles of 100 and 1 
tablets. (Engestic® coated green.) 
Samples on request. 


M cN Fil LABORATORIES, INC., PHILADELPHIA 32, PA. 





Questions & Answers 


1/] questions received will be answered hy letter directed to the peti- 
tioner; questions chosen for publication will appear with the physi- 
cian's name deleted. Address all inquiries to the Editorial Department, 
Mopern Mepicine, 84 South Tenth Street, Minneapolis 3, Minnesota 


QUESTION: In view of the variable 
periods of tirne given for normal intrin- 
sicoid deflection of the normal heart, 
what duration of time should be used to 
caleulate the intrinsicoid deflections of 
both right and left cardiac hypertrophies 
in the unknown electrocardiogram? In 
regard to duration of time, may the in 
trinsicoid deflection be obtained with 
either Dr. Goldberger’s or Dr. Wilson's 
central terminal lead? May cardiac hy- 
pertrophy be diagnosed on the basis 
of the increased period of intrinsicoid 
defléction without any other alteration 
oceufring in the precordial QRS com- 


plex? 
M.D., Massachusetts 


ANSWER: By Consultant in Inter- 
mal Medicine. The conflicting data 
congerning normal onset of the in- 
trinsicoid deflection reflect the lack 
of reliability of this criterion in di- 
agnosis of right and left ventricular 
strain. 

A wide time lag between the be- 
ginnings of this deflection over the 
right and left precordium is of value 
in the localization of intraventricular 
conduction defects to the right or 
left side. However, with no pro- 
nounced delay of intraventricular 
conduction, a lead taken, for exam- 
ple, over the right precordium can- 
not represent only right ventricular 
activation, activation of the 
left ventricle, which is known to be 


sinee 


dominating in the genesis of the 


electrocardiogram, is responsible for 


the downstroke seen in right-sided 
chest leads. 

Moreover, Sodi-Pallares, in agree- 
ment with the views of Wilson’s 
school, has demonstrated that the 
time of arrival of the wave of ex- 
citation in a certain area of the 
heart does not coincide with the 
peak of the R wave obtained in a 
precordial lead over this area, and 
that activation of this region actual- 
ly may be completed during the 
downstroke of the intrinsicoid de- 
flection or even at its nadir. Also, if 
the precordial electrocardiogram is 
analyzed on a vectorial basis, in- 
stead of under the assumption of 
proximity potentials, the intrinsicoid 
deflection represents the instant in 
which the momentary summation 
vector Changes direction abruptly in 
no relation to completion of activa- 
tion or to thickness of the wall of 
one or the other ventricle. 

In view of these data, the time of 
onset of the intrinsicoid deflection 
can be only of minor value in the 
diagnosis of heart strain compared 
with other well-established criteria. 
Therefore, in regard to the duration 
of time, whether Wilson’s or Gold- 
berger’s central terminal lead is used 
in order to determine the intrinsicoid 
deflection is irrelevant and of little 
consequence. 
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(fat turn-over, literally) 


WYCHOL provides an important advance in lipotropic 
therapy: it combines choline with crystalline inositol. 


The choline content of WYCHOL is more than twice that of 
most other choline preparations. The lipotropic activity 
of choline is enhanced by the action of inositol. 


WYCHOL is offered for use in the prevention and treatment 
of excessive fat infiltration of the liver or vascular system 
and the sequels ... cirrhosis, nephrosis, atherosclerosis, 


diabetes, hypothyroidism, etc. 


WYCHOL 


CHOLINE AND INOSITOL W ¥.2:7 H 


SUPPLIED: - 
YC bottles of | pint. Wyeth 


Syrup WYCHOL, 
Capsules WYCHOL, bottles of 100 and 1000. 





R 


Wyeth Incorporated e Philadelphia 2, Pa. 
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CARDIAC THERAPY 


SAFER, 
MORE EFFECTIVE 


for 

Cardiac Decompensation 

Angina Pectoris 

Whenever Cardiotonic 
Action Is Desired 











ocardone 


NEW DERIVATIVE OF HEART MUSCLE 


@ Notably improves cardiac efficiency 
@ Promotes effective cardiotonic action 
@ Dilates coronary vessels 


—} 
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LABORATORIES, INC. 
Department D, Indianapolis 20, Indiana 





GREATER SAFETY... 
CLINICAL EFFECTIVENESS 
PROLONGED BENEFICIAL RESPONSE 


Established by 
AUTHORITATIVE 
EVIDENCE 


1. Reported at the 41st Annual Meeting of the Ameriéan 
Society for Pharmacology and Experimental Therapeutics 
in Cleveland, Ohio; Federation Proceedings, Vol. 10, Mateh 
1951, p. 490. 


2. Weiss, A. and Feldman, D.: A Heart Muscle Extract in the 
Treatment of Cardiovascular Disease, J. Lancet (August) 
1951, pp. 320-322. 


3. The subject of more than 50 clinical trials for many years 
by physicians in private practice. 
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Myocardone 1 gr. tablets are supplied 


in bottles of 100. Suggested dosage 2 or 
3 tablets t.i.d. 











...- IN DERMATOSES WITH 
ALLERGIC COMPONENTS 


Nevrodermatitis (Circumscripta as well as Disseminata) 
Urticaria Allergic Eczematous Dermatitis 
Popular Urticaria Atopic Dermatitis 


Allergic Rashes Dermatitis Venenata 





Psoriasis with Allergic Component (as in local bacterial sensitization) 


Idiopathic* and secondary Pruritus Ani, Vulvae, and Senilis. 


A combination of pyrilamine ma- 
leate, 2 per cent, and an extract 


of carefully selected crude coal 
tar, derived by an exclusive proc- 
ess of fractionation (Tarbonis 


brand), 5 per cent, in an emulsi- 
fied hydrophylic base, non-greasy 
and clean in application. 


Available on prescription through all 
pharmacies and for dispensing and hos- 
pital purposes through Physicians’ and 
Hospital Supply Houses, in 2 oz. and 
1 Ib. jars. 





Ix dermatoses with allergic components the topical 
application of Histar may be relied upon to counteract the histamine 
released into the involved tissues, overcome the effects of the offending 
allergen, and relieve promptly the attending torment.! The contained 
antihistaminic agent, pyrilamine maleate, in spite of its high efficacy 
is notably low in toxicity—skin irritations and reactions are virtually 
never encountered.’ Hence Histar has proved far superior to ordinary 
antihistaminic ointments. 

The special tar extract in Histar owes its high clinical value to 
three excellent therapeutic properties: It is decongestant, anti-inflam- 
matory, and potently antipruritic. 

In Histar, the two contained therapeutic agents appear to poten- 
tiate each other in a synergistic action which may well be termed 
physiologic. 

Physicians are invited to use the coupon for comprehensive literature 


and samples. 


References 

1. Walters, J. D., and Gilman, R. L.: A Combination of Tar and Antihistaminic for 
Local Use, U.S. Armed Forces M.J. 2:187 (Feb.) 1951. 

2. Lawless, T. K.: Personal Communication. 


3. Kile, R. L.: Personal Communication. 
4 


4. Levine, B.: Personal Communication. 
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THE TARBONIS CO., 4300 Euclid Ave., Cleveland 3, Ohio 


*in a recent study, conducted 
You may send me literature and sample of Histar. 


in the proctologic division 
of an outstanding clinic, 
Histar in a series of 150 
patients was shown to be 
25 per cent more effective 
than procaine in the relief 
of pruritus ani. (Name on 


M.D. 


fe ae 


request.) 


City State___ 
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IN BILIARY CONSTIPATION 
LAXATION ALONE IS NOT ENOUGH 


CAROID AND / BILE SALTS TABLETS 


provide way integrated 
therapeutic action 


The combined formula of 
Caroid® and Bile Salts with 
Phenolphthalein offers a positive, 
triple therapeutic action. 


CHOLERETIC ACTION 
— for an increased flow of bile 


DIGESTANT ACTION 
— aids protein and fat digestion 


LAXATIVE ACTION 
— gentle laxation with minimal dosage 
} “eww 
\ | 
ss ..- THUS AIDING RETURN TO NORMAL FUNCTION 
SUPPLIED — bottles of 20, 50, 100, 500, and 1000 tablets 


WRITE FOR CLINICAL TRIAL SAMPLES 


AMERICAN FERMENT COMPANY, INC. 


/ 1450 Broadway, New York 18, N. Y. 





CAROID AND/ BILE SALTS tablets 





Specifically 
indicated in 


r biliary dyspepsia and constipation 


> 
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QUOTANE 


... topical anesthetic 


in “summer dermatoses” 

Poison Ivy Sunburn 

Athlete’s Foot Insect Bites 
Prickly Heat Contact Dermatitis 


* ‘Quotane’ provides immediate and prolonged 
relief in the long list of itching and burning condi- 
tions so common in spring and summer. 


« ‘Quotane’—as demonstrated in extensive clinical 
trials—is virtually non-sensitizing. 


‘QUOTANE’ OINTMENT— for dry lesions 
‘QUOTANE LOTION — for moist lesions 


philadelphia 


hb Laboratories, 


ith, Kline & Frene 
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There are some things that 
take on added value as time 
goes by —regardless of first 
cost. Such is the Hyfrecator. 
So many doctors have told 
us that it is “The handiest 
little device I ever had in 
my office’ It performs so 
many useful jobs simply 
and satisfactorily. Over 
80,000 doctors are proving 
this in everyday practice. 
The Hyfrecator is so inex- 
pensive, too. Let us tell you 
all about it—you, too, can 
use it to advantage dozens 
of times every month. What 
for? It’s too long a story to 
tell here—write for com- 
plete information. Free. 





Write now for 
descriptive literature 
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4371 Valley Bivd. 
Los Angeles 32, Calif. 
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71/2 gr. (0.5 Gm.) BLUE CAPSULES CHLORAL HYDRATE — Fellows 


lasting from five to eight hours, usually free from un- 

desirable after-effects. Pulse and respiration are slowed 

@ DESIRABLE SLEEP in the same manner as in normal sleep. Reflexes are not 
abolished and the patient can be readily aroused.? 


“CHLORAL HYDRATE produces a normal type of 
sleep, and is rarely followed by "hangover’."4 


(Dosage: One to two 71/2 gr., or two to four 3% gr. capsules at 
bedtime. 


CAPSULES (MLORAL WYDRATE—Felfons 


ODORLESS ©® NON-BARBITURATE ° TASTELESS 


334 gr. (0.25 Gm.) BLUE and WHITE CAPSULES CHLORAL HYDRATE — Fellows 


for the patient who needs daytime 
@ DAYTIME SEDATION sedation and relaxation with complete 
comfort. 
Dosage: One 3% gr. capsule three times a day, 
after meals, 


EXCRETION — Rapid and complete, therefore no depressant ofter-effects.® 4 3} gr 
* 


Available: pe CHLORAL HYDRATE — Fellows 
% gr. (0.25 Gm.) Blue and white insane: . bottles of 24's and 100s 
7/2 gr. (0.5 Gm.) Blue capsules. .+. seveesesss bottles of 50's 


Professional samples and literature on request 


ellows | pharmaceuticals since 1866 


Pharmaceuticals 26 Christopher St., New York 14, N. Y. 
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Cremo 


Detovicant. Adsorhent 


CREMOSUXIDINE®, delicious, chocolate-mint flavored, creamy suspension of SuLFASUXIDINE® 
succinylsulfathiazole, pectin and kaolin, controls infectious and non-specific diarrhea in three 
important ways. A potent enteric antimicrobial, SuLFASUXIDINE reduces intestinal bacterial flora; 
pectin forms nontoxic conjugation products; kaolin adsorbs toxins and irritants, helps form stools 
of normal consistency. Each tablespoonful of CrEmOoSUXIDINE contains SuLFASUxIOINE, 1.5 Gm., 
Kaolin, 1.5 Gm., and Pectin, 1%. SPASAVER® bottles of 16 fluidounces. 

Sharp & Dohme, Philadelphia 1, Pa, 


suxidine 


Sulfasuxidine® Suspension with Pectin and Kaolin 











Forensic Medicine 


ARTHUR L. H. STREET, LL.B. 


Prepared especially for Modern Medicine 


PROBLEM: A doctor’s nurse was acci- 
dentally injured in the course of her 
employment and negligent treatment by 
the game doctor aggravated the injury. 
Could she collect both workmen’s com- 
pensation for the original injury and, in 
a s@parate suit, damages for the mal- 
practice? 


COURT'S ANSWER: Yes. 


But the California District Court 
of Appeal, First District, noted that 
if the doctor treats an original injury 
that did not arise from the nurse’s 
employment, his liability, if any, is 
limited to that arising from negli- 
gent treatment of the injury (238 
Pac, 2d 1071). 


PROBLEM: In Michigan, as in some 
othef states, right to sue for malpractice 
is OUtlawed unless brought within two 
years after its commission, except that 
the time limit runs from the date the 
patient discovers the malpractice if it has 
been fraudulently concealed by the de- 
fendant. A suit was brought for alleged 
malpractice in performing a thyroidec- 
tomy nearly six years before—almost four 
years after the defendant last treated the 
plaintiff. In the meantime other doctors 
had administered very much the same 
treatment. Defendant did nothing that 
tended to prevent plaintiff from investi- 
gating the cause of her postoperational 
ailments. Was her suit barred by lapse 
of time? 


COURT'S ANSWER: Yes. 


The Michigan Supreme Court said 
that there was an utter lack of proof 


that the defendant had affirmatively 
or fraudulently concealed anything 
from the patient that would indicate 
malpractice (52 N. W. 2d 180). 

In an earlier case, the same court 
had decided that when a patient sued 
for alleged negligence in setting and 
treating a broken leg and defendant 
had bandaged the leg after consid- 
erable treatment, the two-year time 
limit ran from the date of bandaging 
(241 N. W. 923). 

In a recent case (1949) the same 
court noted that when postoperative 
treatment is given, the time within 
which suit may be brought for mal- 
practice does not commence to run 
until the treatment ends (35 N. W. 
2d 351). 


PROBLEM: Does the mere fact that a 
contract obligates one party to “furnish 
medical attendance” to the other in case 
of accident make the obligor liable to a 
physician who has rendered medical serv- 
ices at the request of the second party 
to the contract? 


COURT'S ANSWER: No. 


The Arkansas Supreme Court con- 
sidered the legal effect of such a 
provision in an employment con- 
tract and decided that it was for the 
sole benefit of the employee. It was 
specially noted that the agreement 
was to “furnish” medical attendance 
and not to pay a doctor for such 


(Continued on page 43) 
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Sick people 
need nutritional support 





“4 THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Even if an optimal diet is prescribed 
for — and eaten by —the sick person, 
diet alone will not correct vitamin de- 
ficiencies rapidly. Theragran will help 
bring earlier and more satisfactory 
recovery after surgery, will help to 
correct dietary deficiencies among 
patients who are “bad eaters,” and 
will add greatly to the effectiveness 
of the therapeutic and supportive 
measures in patients who are older 
or chronically ill. 


Each Theragran Capsule contains: 
Vitamin A 
(synthetic ) 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 
Bottles of 30, 100 and 1,000 


see following pages... 


SQUIBB 





“Diet Instructions” 
your patients’ guide to better diet 


You need to watch what you eat 


When people eat 
too much energy food 
and not enough 


protein and regulator food 


.. they do not get enough 
protein, vitamins and minerals, 
which they need to keep well 
and use the energy 


in the energy foods. 


Then they may 

need large quantities 
of protein, 

vitamins or minerals 


to get well. 


...8ee preceding page 





This is a reproduction of pages 6-7 from “Diet Instructions,” a new 
practical guide to better diet for your patients. For a supply of book- 
lets write to E. R. Squibb & Sons, 745 Fifth Avenue, New York 22,N. Y. 

see following page... 


You need to watch what you eat 


You must eat enough 
protein food, and 

enough regulator food. 

Try to do this at each meal. * 


Avoid all kinds of diet fads! 


*You may eat food hot 
or cold, raw or cooked, 
fresh or frozen, canne d 
or dried, unless special 
instructions are given. 





“Diet Instructions” show your patients 
how much is enough 
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t and coffee isn’t enough to start the day on. It's better to add 
getable or fruit juice and an egg 
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A small piece of meat doesn’t give you enough protein. Increase the size 
of the portion ot meat, or also eat some other protein food, or drink milk. 
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A lettuce leaf and slice of tomato doesn’t really count. You need more 


regulator food such as raw cauliflower chunks, sliced carrots, or 


umber rings 


“Diet Instructions ” is the new simply 
written guide to better eating habits 
for your patients. To obtain a supply 
just write to E. R. Squibb & Sons, 

745 Fifth Avenue, New York 22, N. Y. 
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attendance as the employee might 
secure himself (44 S. W. 218). 

The decision was rendered before 
workmen’s compensation laws were 
adopted and, of course, does not 
mean that a statute obligating an 
employer for the payment of medi- 
cal and surgical expense may not be 
so worded as to make an employer 
or his insurer directly liable to the 
doctor. 


PROBLEM: A husband failed to pro- 
vide available medical care for his wife 
who had multiple sclerosis and had been 
unable to walk without assistance for 
five years. Did that, coupled with other 


neglect, entitle her to an award for sep- 
arate maintenance in a suit in which he | 


unsuccessfully sued for divorce? 


COURT’S ANSWER: Yes. 


This case was decided by the | 


Michigan Supreme Court (52 N. W. 
2d 177). 


PROBLEM: Defendant, physician and 
owner of a hospital, used an oxygen tent 
and vaporizer in treating a 1-month-old 
baby for a bronchial ailment. Facial 
burns resulted. The accident would not 


have been likely to occur if the vaporizer | 
had been properly operated. In a mal- | 


practice suit, was it incumbent upon the 
doctor to show that he was not at fault? 


COURT’S ANSWER: Yes. 


The trial court in this case had dis- | 


missed the suit on a theory that neg- 
ligence of the defendant had not 
been proved. But the Arizona Su- 
preme Court ordered a new trial on 
the ground that 
bound to know that the vaporizer 
was dangerous if not properly op- 
erated and because evidence tended 
to show that the spout through which 


the doctor was | 


medicated steam was introduced into | 
the tent was too close to the infant’s | 


face (239 Pac. 2d 591). 


| 


HYPERTENSION 


can be effectively 


controlled with.... 


TRIPLE- ACTING 


VERUTAL 


(RAND) 
be 


EFFECTIVE 
NON-TOXIC 
ECONOMICAL 


which combines 


Ma peutically effec: 
tive ingredients 
essential for the correct 


management of hypertension, 


each 
TABLET contains: 


Veratrum viride 100 mg. 
Mannitol hexanitrate ‘2 gr. 
Phenobarbital 


Rutin 


t VASODILATION 


% gr.— SEDATION 


10 mg. - CAPILLARY 
PROTECTION 


Samples and literature 
on 
request 





pharmaceutical co., ine. 


albany, n. y- 
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The threat of local allergic reactions, so 
frequently a limiting factor in topical antibiotic 
therapy, need hardly be feared with Bacitracin 
Ointment. Bacitracin is virtually nonallergenic; 
hence it can be used for the prolonged periods 
required for the eradication of many pyodermas. 


Bacitracin is effective against a broad spectrum 
of gram-positive organisms, including pathogens 
frequently found resistant to penicillin. An added 
advantage is that to date no bacitracinase has 
been encountered. 

Presenting 500 units of bacitracin per gram of 
oleaginous base, Bacitracin Ointment has found 
valuable use in cutaneous application against 
impetigo contagiosa, ecthyma, infectious eczema- 
toid dermatitis, and other cutaneous infections. 

Bacitracin Ointment-C.S.C. is supplied in 4% 
and 1 ounce tubes, and in 4 ounce tubes for 


hospital use. 


CSC Fiarmaceiicals 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION ¢ 260 MADISON AVENUE, NEW YORK 16 





A Medical “SLEEPER” 


How an often neglected field 


of medicine may improve your practice 


There are many indications that the 
growing field of muscle stimulation 
therapy has an important place in 
General Practice. Many alert modern 
physicians are finding this new field a 
progressive way to improve their prac- 
tice. If you have ignored this field the 
following QuesTIONs & ANSWERS may 
provide you with some of the informa- 
tion about muscle stimulation—and how 
it fits into your practice. 


Questions & Answers 

©: What are its therapeutic applica- 
tions? 

A: Adjunctive to massage to help prevent 
and treat muscle degeneration that may 
complicate the following conditions: 
fractures, nerve inflammations (Bell’s 
Palsy), prolonged chronic illness (hyper- 
tension), incapacitating diseases (arthri- 
tis), pendulant abdomen due to stretching 
of the muscles (multiple pregnancies), 
and many others. 

Q: What is meant by muscle stimu- 
lation? 

A: The stimulation of a muscle motor 
point by means of an electrical wave of 
current (MULTITONE) thereby causing a 
contraction, 

Q: What is MULTITONE? 

A: MULTETONE is an instrument that can 
produce a sharp peaked wave (not a sine 
wave) of electrical impulse. When ap- 
plied to a motor point it will cause the 
contraction of innervated voluntary 
muscle. 

Q: Is this the only feature of MULTI- 
TONE? 


A: No, Muttirone also has 

1. a continuous current 

2. fast and slow interrupted currents. 

3. a push and pull current. 
Q: Is MULTITONE complicated to 
operate? 
A: No, simply follow the Multitone 
Motor Point Chart and attach the pads 
to stimulate whatever voluntary muscles 
you select. 
Q: Does it shock the patient? 
A: No, Muvtrrone is operated on less 
than 5 milliamperes of current. There is 
a minimum of unpleasant sensation. Most 
patients enthusiastically request further 
treatments and say they feel exhilarated. 
Q: Is muscle stimulation and MUL7I- 
TONE worth the expense? 
A: Besides the clinical improvement in 
your patients’ condition MULTITONE will 
add to your practice an entirely new 
source of income that has been neglected. 
Doctors have discovered that MuLtI- 
TONE can pay for itself in a few weeks. 
Three convenient payment plans are 
available. 
Send today for complete Multitone 

literature and information. 


BILTON LABORATORIES we 
416 No. Glendale Avenue 
Glendale 6, California 

Send me complete MuLTITONE lit- 
erature and iniormation. 
Name 
Address___ 


City eeenane 


Zone State o 
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Introducing 


RED CROSS 


ADHESIVE TAPE 


in the new 


CU r- QUI CK ition 


TRADE MARK 


New convenience for 
busy doctors and nurses 


The cover does the cutting. 


End of tape is always free 
of roll, easy to grasp. 


Ideal for office use—and for 
doctor’s bag. 


Tight-seal container keeps 
out dirt. 


The cover does the cutting. You simply 
pull out the length you want, close the 
cover, and—with just a flick of the wrist 

cut off the exact length of Red Cross 
Adhesive Tape you need, 


Goluwenallohen 


No connection whatever with American National Red Cross. 








dermatoses 
eczemas 


external 
ulcers 


diaper rash 


new, effective, faster, safer treatment 


anthoderm 


first and only topical therapy to contain panthenol 


CLINICALLY EFFECTIVE — new studies!.2 show that topical panthenol 
(analog of pantothenic acid) ‘favorably influenced the course of various 
ulcerative and pyogenic dermatoses. A majority healed and many 
showed various degrees of improvement." Even long standing con- 
ditions resistant to other therapy seem to respond to Panthoderm 
Cream which.. 


¢ relieves pain and itching 
¢ promotes granulation and healing 


PLEASANT TO APPLY —non-staining, smooth-spread- 
ing; nontoxic, relatively non-sensitizing. 


2 oz. and 1 Ib jars 


Samples and reprints!.2 on request 


U.S. VITAMIN CORPORATION 
Casimir Funk Laboratories, Inc. (affiliate) 
250 East 43rd St., New York 17, N.Y. 





Ciba 

announces 

the availability 
of a new 
antihypertensive 


agent 





A oli | 
P! Mark (brand of hydralazine) 
hydrochloride 


Clinically investigated 
as C-5968 and also 
1-Hydrazinophthalazine, 


hydrochloride 


Advance in the Medical Management 





Clinical Significance 


By virtue of its dual capacity to reduce blood pressure and yet in- 
crease blood flow through the kidney, Apresoline provides a new 
and improved approach to the medical management of hypertensive 
disorders. Its value is augmented by its tendency to cause significant 
relaxation of cerebral vascular tone in hypertensive patients, oral as 
well as parenteral effectiveness, and relatively low toxicity. 


Indications 


Apresoline has proved therapeutically useful in widely differing 
forms of hypertensive disease. The drug is of distinct value in essen- 
tial and early malignant hypertension, its effectiveness often being 
more marked in the severe (although not terminal) phases of these 
disorders. It is also most effective in hypertension persisting or 
recurring after sympathectomy. 


Preliminary studies indicate that worthwhile results also may be ex- 
pected in toxemias of pregnancy and in acute glomerulonephritis. When 
renal damage is advanced, as in chronic renal hypertension and 
chronic glomerulonephritis, the value of the drug is considerably less, 
and it may be hazardous if not used with extreme caution and 
constant observation. 


Administration 


Before prescribing or administering Apresoline, it is essential that 
the physician thoroughly familiarize himself with the characteristics 
of the drug. The benefit derived from Apresoline by the patient is 
dependent in vital degree upon the most meticulous attention to 
individualization of administration, dosage, and its adjustment in 
accordance with response. 


Caution 


Apresoline, like any hypotensive agent, should be used only with extreme 
caution in patients with coronary artery disease, advanced renal damage, 
and existing or incipient cerebral vascular accidents. 


For complete information on Apresoline, 
contact the Ciba Professional Service 
Representative or write the Medical Service 
Division, Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey, 


of Hypertensive Disorders 





Washington Letter 


Election Year Politics Shelves Health Legislation 


SO far this session Congress has Bolton (R., Ohio) for subsidizing 
made at least one thing clear: It is nursing schools and nursing students 
too busy with politics and other was turned down by the House In- 
things to pay much attention to terstate and Foreign Commerce 
medical legislation. Furthermore, its Committee. 
disinterest has been positive; instead This idea had been argued for 
of just leaving bills in committee, a two years. Its sponsors were confi- 
number of pieces of legislation have dent that some sort of bill would be 
been hauled up for hearings, then reported out so House members 
formally rejected. would have a chance to vote on it. 
Some examples of what has been Instead the committee, at a series of 
taking place in Congress the last few rapid-action executive sessions, first 
weeks: chopped down the bill, then rejected 
plhe proposal of Rep. Frances it altogether. 
p/n reporting out 
S==——— the Universal Mili- 
tary Training bills, 
! S both the House and 
the Senate committee 
OHI UT ignored most sue- 
GA gestions from med- 
ical groups and in- 
ene dividuals concerning 
oT deferment of med- 
a Sa ical students from 
reserve service. 
Both committees 
had been asked to 
amend the bill so 
that medical — stu- 
dents, after finishing 
<a the basic six-month 
a= Pe wen course, would be ex- 
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~ ae! cused from reserve 
service until com- 


snake, an egg, a goal post, a pole, pletion of their edu- 
a horse shoe heen (Continued on page 55) 
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UNA PLUS offers the most modern, com- 
plete aid to the treatment of all types of anemia. 


HEPTUNA PLUS furnishes the interrelated ac- 
tions of Ferrous Sulfate, Copper, Zinc, and Cobalt 
for more dependable hemoglobin regeneration. . . 
the potent hemopoietie actions of Vitamins B;2 and 
Folic Acid for stimulation of the blood-forming 
organs to greater activity—the nutritional effects of 
8 essential Vitamins and 11 Minerals and Trace 
Elements for more rapid and effective correction of 
complicating nutritional deficiencies, and more de- 
pendable restoration of optimal well-being. 


Each Capsule Contains: 


Ferrous Sulfate 


Vitamin B,, 
| Folic Acid 
Cobalt 


Copper 

Molybdenum. . 
More rapid, dependable Calcium 
correction of all enemias lodine. . 


Manganese . 
Magnesium 
aula, Phosphorus 
. : Potassium 
@. Zinc byway 
Macy a’ Vitamin A 5000 U.S.P. Units 
). & RORRIG AND CompanY. en D .. $00 U.S.P. Units 
iamine Hydrochloride... 2 mg. 
S36 LAKE SHORE DRIVE, CHICAGO TD, VLE Riboflavin 2 mg. 
Pyridoxine Hydrochloride 0.1 mg 
Niacinamide..... .... 10 mg. 
Calcium Pantothenate.... 0.33 mg. 
With other B-Complex Pactors from Liver. 
Available at all Pharmacies 
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by living test 


Motility recordings from the small intestine (by the mul- 
tiple-balloon intubation technic” )—plus controlled clinical 
observations — have demonstrated the superiority of na- 
tural belladonna alkaloids (as in Donnatal) over atropine 
alone, and over the newer synthetics, in relieving smooth 
muscle spasm with minimal side-effects 

‘ Each tablet, each capsule and each 5 cc. (1 teaspoon 
ful) of elixir contains hydscyamine sulfate 01037 my. atropine 
sulfate 00194 mg_., hyoscine hydrobromide 0.0065 mg. ond pheno- 
barbital i gr) 162mg 


*Kramer, P_ and Ingelfinger, F J Med Clin. North Amer 32.1227 1948 


A. H. ROBINS COMPANY, INC. + Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 1878 


rolalalokicl | ) 








The horizontal Bucky table 
(inset) can be added to — 
a step at a time — providing 
intermediate units until you 
reach the ultimate in the 
series, the Maxicon 200. 


MAXICON 200 provides complete 


radiographic and fluoroscopic service 


The Maxicon 200—whether purchased 
as shown or obtained by upgrading 
other Maxicon units—equips you for 
complete radiographic and fluoro- 
scopic service. Two rotating-anode 
tube units increase the capacity of a 
busy diagnostic department. Motor- 
driven hydraulic tilting gives you ex- 
act foot-pedal control for any position 
from Trendelenburg to vertical. 
Consider, too, the independent tube 
stand . . . fluoroscopic carriage and 
screen unit...200-ma generating unit 
with graphic operating panel and 





time-proven transformer. It all adds 
up to high-quality results that you 
can achieve accurately and routinely. 

Get full information on the com- 
plete Maxicon series from your Gen- 
eral Electric x-ray representative. For 
illustrated literature, write X-Ray 
Department, General Electric Com- 
pany, Milwaukee 14, Wis., Rm. G-5 


You can put your confidence in — 


GENERALG® ELECTRIC 





cation. The committees decided that 
such a provision didn’t belong in the 
bill. Subsequently, the House defeat- 
ed UMT, so committee action is 
important only in indicating the 
mood of Congress. 
P A special House subcommittee 
which has been investigating the 
question of need for stricter federal 
control over barbiturates unexpect- 
edly called a_ three-hour hearing, 
then dropped the whole subject. 
With the exception of some of- 
ficials in Federal Security Agency, all 
important witnesses and groups have 
opposed such an idea. However, this 
subcommittee, under chairmanship 
of Rep. Hale Boggs (D., La.), has 
been working on the problem for 
more than a year. Among some sec- 
tions of the press, and some individ- 
uals, pressure for federal interven- 
tion in the barbiturate field is in- 
tense. 
P A new obstacle to the emergency 
maternity and infant care program 
for families of servicemen has arisen. 


Sen. Lehman’s subcommittee col- 


lected a mass of testimony, mostly 
in favor of some such legislation. 
Then the committee members’ spir- 
its were dampened to the point of 
extinction when the U.S. Budget 
Bureau said that such a program 
wasn’t needed. In this case, at least, 
the committee apparently wanted to 
report out a bill, but the Budget 
Bureau’s objection will be difficult 
to overcome this year. 
®& The House Appropriations Com- 
mittee, later supported by the House, 
eliminated a fund of $250,000 which 
was proposed to help states start 
programs for fluoridation of water 
supplies. 

The action had crushing effect on 
Public Health Service’s Division of 
Dental Health Facilities, which had 
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FLINT, EATON & COMPANY, 
DECATUR, ILLINOIS 


Western Branch: 112 Pomona Avenue, Brea, California 


Pioneers in Lipotopic Therapy 
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hoped to stimulate all sections of the 
country in the direction of fluorida- 
tion. Now, almost no federal money 
will be available for this work, just 
at the time when communities every- 
where are looking for guidance and 
technical assistance. 

& First the Budget Bureau, then the 
House of Representatives subjected 
Public Health Service's budget to a 
tight squeezing. 

The net total to be allowed PHS 
for the fiscal year starting July 1 
probably will be about 20% less 
than available for current spending, 
and about 10% less than the Budget 
Bureau recommended. 

'® Legislation for federal aid to 
medical, dental, and nursing schools, 
which stirred up considerable sup- 


The tense 4 4) port last year, is waiting a place on 
& the Senate calendar which it is un- 
likely to get. 


can be taught A In the House, the Interstate and 


(Continued on page 60) 





The highly strung, apprehensive 
patient who suffers from excess 
stomach acidity due to nervous 
tengion will find grateful relief 
with BiSoDol. This dependable 
antacid acts quickly and effec- 
tively to neutralize gastric juices 
which cause stomach upset. 
BiSoDol actually protects irri- 
tated stomach membranes—is 
well tolerated and extremely 
pleasant to take. If you will write 
us on your letterhead, we will 
send you BiSoDol samples so you 
will have them handy to give 
your patients immediate relief 
from nervous indigestion. 


BiSoDoL’ 4 3 Goh 


tablets or 5 | 

powder ~~ “Oh you can be quite frank with me, 
WHITEHALL PHARMACAL COMPANY Doctor, because 1 don't understand 
22 East 40th Street, New York 16, N.Y, those medical terms anyway.” 
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ESTIVIN iets ‘dete and nasal discomfort | 
-caused by hay fever. General conjunctivitis is also 
readily alleviated with ESTIVIN. 


_ ESTIVIN is an aqueous infusion of “rosa gallical.” It 


. 


“5 8, 5 is decongestive and soothing 
*? “fe irritated ocular and neal membranes. 


it Poet eat 


dosage: 
One drop of ESTIVIN in each eye will alleviate ocular and nine 


dacompon and inhibit the Preevaton of irritating fluids. 


to Pn 


vee ~ ‘Supplied: 0.25 fi. oz. ‘boule and dropper 


SEND FOR OFFICE SUPPLY AND LITERATURE 


, PHARMACEUTICAL AND RESEARCH LABORATORIES 
24 COOPER SQUARE, NEW YORK 3.N. Y. 
































IMMEDIATELY AVAILABLE 





BACITRACIN-NEOMYCIN OINTMENT 











WASHINGTON LETTER 


Foreign Commerce Committee shows 
no interest in reporting out a com- 
panion bill. 

Meanwhile, Federal Security Ad- 
ministrator Oscar Ewing continues 
to promote his plan for hospitaliza- 
tion of social security beneficiaries 
at 65 and to announce periodically 
that “legislation will be introduced 
soon.” 

As this is being written, an effort 
ig being made to draft a program 
Which would make use of Blue Cross 
amd other insurance plans as “fiscal 
agents” handling the bookwork for 
the federal government. 

However, in view of what's hap- 
pening to other health legislation, 
prospects for action on this are not 
very bright. 


Lobby Law Decision 


Decision of a special U.S. District 
Court holding the lobbying law un- 
constitutional is good news for a 
number of state medical societies. 
Several had felt that they qualified 
as lobbying organizations and had 
registered in Washington. Other state 
medical societies have been consid- 
ering the question and were prepared 
to register. 

Under the lower court’s decision, 
no organization will be required to 
register and report collections and 
spending, regardless of the efforts 
made to influence legislation. Paid 
lobbyists still have to register, but 
the penalty section of the law is 


(Continued on page 208) 
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PREVENT CORONARY! 


CHOLESTEROL? PHOSPHOLIPIDS? 
SIZE OF CHOLESTEROL MOLECULE? 


Substantial evidence tends to establish 
that not just one, but all three, of these 


Hoch teaspoonful (Sce) contains: 
ia 


Choline Citrophosphate, 


equivalent to Choline s10.eg 


Inositol 200 mg 
100 mg 


8 Gm 


Potassium Acetate 


Natural B Complex-MRT 


Samples and literature 
supplied upon request. 


MARVIN R. THOMPSON, 


factors contribute to the causation of 
coronary and other thrombosi, including 
hypertension and atherosclerosis, 
EBICOL-MRT is the only product that 
completely embraces the latest concepts 
in the management of these conditions, 
Dose: 1 tsp. or 2 capsules, after meals. 
Available: 8 oz. bottles or 100 capsules. 


INC., Stamford, Connecticut 
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ante® ... by all physicians—an effective, pleasant tasting, nonconstipat- 
ing antacid for the relief of gastric hyperacidity and the protection 


of inflamed or ulcerated areas of the gastrointestinal mucosa. 


. Gelusil Antacid Adsorbent combines the advantages of non- 


reactive aluminum hydroxide and magnesium trisilicate. Unaltered 


Le 
pivr® by contact with the gastric contents this stable, acid-buffering gel 


PB has a prompt, prolonged antacid effect protecting the inflamed 


mucosa from acid irritation. 

Constipation—not uncommon in alumina gel therapy —is practi- 
cally non-existent with Gelusil Antacid Adsorbent.' 

Gelusil Antacid Adsorbent may be obtained in two pleasant tast- 
ing forms: liquid or tablet. Two Gelusil tablets or two teaspoon- 
fuls of Gelusil liquid may be given after meals or as often as 
necessary to relieve symptoms and hasten recovery. 

Gelusil Liquid—bottles of 6 and 12 fluidounces: 

Gelusil Tablets—boxes of 50 and 100, and bottles of 1000. 


1. Rossien, A. X. and Victor, A. M.: The Influence of An Antacid 
(nonreactive aluminum hydroxide gel) On Evacuation of the 
Bowels and the Fecal Column, Am.J. Dig. Dis., 14:226, 1947. 


WILLIAM R. WARNER 
DIVISION OF WARNER-HUDNUT, INC. 
New York Los Angeles St. Louis 





the 
vital potency 
of ANTIBIOTICS = |) eri 


Ma E _ £ = 
Special IL semi-formed 
Unit Package for the deli- 
cate, Soluble Terramycin 
triturate. 


Special IL Twin Unit Foil 
Package for Aureomycin 
for export use. 








protected by 


The Lilly Sterile Needle Unit sent 
with Injectable High-Potency Peni- 
cillin, 


9 ” 


UNIT PACKAGING = 


Few Qualities Are More Important to the 
physician than dependability—not simply 
in published specifications or product 
labelling, but in potency at the timé the drug 
is administered. ® Unit Packaging gives 
unequalled assurance ef maintained 

ee. Vere) 
Standard IL Foil Unit for 


tight compartment—protecting it against | the Penicillin Throat Loz 
enge. 


efficacy—sealing each unit in its own air- 


dirt, moisture, breakage and deterioration 





it is the tangible evidence of a product 
which has been given meticulous attention, 
You will find that drugs packaged 

by this method, merit your fullest 
confidence. 


The Special IL Package for 
Penstix used in the treat 
ment of cattle. 





Srwarg Btw tasty 


Creators of a thousand and one different types of Unit 
Packages for tablets, capsules, triturates, powders, 
creams and unusual products, during thirtytwo years of 
Packaging Service, 
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Obocell greatly simplifies the ordeal 
of a reducing regimen in the manage- 
ment of obesity. The unique double 
action of Obocell (1) suppresses bulk 


well-being, thus combating fatigue and 
irritability which are commonly encoun- 
tered when food is restricted. Patients 
on Obocell therapy eat less, do not 


violate their diet, lose weight and are 
satisfied and happy. 


(hollow) hunger and (2) curbs the appe- 
tite. Obocell also produces a feeling of 


® 


O A COMBINED HUNGER AND APPETITE DEPRESSANT 


Each Obocell tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methylcellulose, 150 mg. 


Now available OBOCELL LIQUID... 
a new palatable syrup for patients who 
prefer liquid medication. 


Dose: Obocell is given three times daily 
one hour before meals (3 to 6 tablets daily 


IRWIN, NEISLER & COMPANY + DECATUR, 
Kesearch lo Sewe Your Practice 


or 3 teaspoonfuls to 3 tablespoonfuls of 
liquid daily in a full glass of water). 
Supplied: Obocell Tablets in bottles of 
100, 500, 1000; Obocell Liquid in pints. 


Professional Literature on Request 


ILLINOIS 
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Important Facts about Gerber’s 4 Starting Cereals: All free 
from milk solids. All fortified with important B-vitamins, iron, calcium... 
especially needed as supplementation during the weeks when natural re- 
serves decline. All pre-cooked and ready to serve with milk, formula, or other 
liquid. All unsurpassed for quality—at any price. oN. 


ONCE a Tene 
SAMPLES FREE, with Baby Foods Analysis Folder. Write on = i 


your letterhead to Gerber’s, Dept. 215-2, Fremont, Michigan. mu 


Babies are our business... our only business ! 


©, Gerber’ 


BABY FOODS 


CEREALS e STRAINED AND JUNIO? FOODS e MEATS 














SYMBOL OF DEPENDABILITY AND PERFORMANCE 
IN 


fer ELECTROSURGICAL APPARATUS 
ELECTROMEDICAL APPARATUS 


X-RAY SPECIALTIES 


RECOGNIZED THE WORLD OVER 


THE LIEBEL-FLARSHEIM COMPANY  civcwwart 2, ono 
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Gantrisin 





antibacterial action plus = 


@ greater solubility 


Gantrisin is a sulfonamide so soluble that 
there is no danger of renal blocking 
and no need for alkalinization. 


higher blood level 


Gantrisin not only produces a higher 
blood level but also provides a 
wider antibacterial spectrum. 


economy 


Gantrisin is far more economical than 
antibiotics and triple sulfonamides. 


less sensitization 


TABLETS Gantrisin is a single drug—not a mixture 
AMPULS of several sulfonamides—so that there is 
less likelihood of sensitization. 


GANTRISIN®-brand of sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMANN-LA ROCHE INC. 


Roche Park «+ Nutley 10 *¢ New Jersey 





...Salts 
at 


ye 


© sunrise... 


"Il clean the poisons 
out every day,’’ he 
says—but he doesn’t 
realize he is whipping 
atired, irritated bowel. 


Put this character on a treatment of Turicum. Explain to him 
it is not a one-shot cathartic but a restorative treatment that 
should be kept up for several days to help the bowel back to 
normal reflex peristalsis. 


TURICUM 


Each tablespoonful contains methylcellulose 0.3 Gm., magnesium hydroxide 0.6 Gm. 
lubricoid action without oil 


It is pleasant and easy to take. 


WHITTIER LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF NUTRITION RESEARCH LABORATORIES, INC. 
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For hospital and convalescent patients 


a between-meal nourishment that provides... 


greater 

nutritive 
values at 
lower cost! 


Meritene 


Fortified f 
Whole Protein Supplement 


A MERITENE milk shake supplies 26 percent 

more protein and 196 percent more iron MERITENS 
than an eggnog... and costs 12.5 percent is not advertised 
less (on basis of 25-Ib. institutional size). to the laity 


NOTE THE MERITENE EXTRAS! 
MERITENE 
* Eggnog 
Protein... . 12.5 Gm. 
Fat ose ten Oe 
Carbohydrate . 17.7 Gm. 
Calcium. . . . 0.24 Gm. 
Phosphorus. . 0.27 Gm. 
Mc ass st te 
Vitamin A. . 843 1.U 
Thiamine... 0.12 mg 
Riboflavin. . . 0.45 mg 
freer hei Wr mg , Please send me a generous free sample of MERITENE, the forti- 
Vitamin D " 30 it 5 ‘ fied whole protein supplement, and descriptive literature. 
Calories 233 
* Eggnog nutrit ues trom Bowes, A. de P., 
ond Gant Cf. Food Values of Pahoa Name — : M.D. 
Commonly Used, ed. 7, Philadelphia, College 
Offset Press, 1951 
suppwieo: in 1-lb. cans, plain or chocolate 
flavor: retails at $1.65 per Ib. Also available 
in 5-Ib. economy size and 25-Ib. hospital size. City 


for free sample—just clip the coupon below 


THE DIETENE COMPANY MM 5152 


3017 FOURTH AVENUE SOUTH, MINNEAPOLIS 8, MINNESOTA 
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WYETH 
INCORPORATED 
1401 WALNUT STREET « PHILADELPHIA 2, PA. 


Injection 
WY AMIN E® Sulfate 
Pressor amine with gentle, 
sure and sustained response 


Dear Doctor: 


When the coronary or surgical hypotensive patient's 
blood pressure falls, it must be supported. Injection 
Wyamine Sulfate gives the physician a new, proved aid 


Which will help accomplish this objective. 


The pressor response to Wyamine is gentle, sure and 
sustained, comparable with that of ephedrine in intensity. 
Wyamine, in contrast to many presently available 
preparations, including ephedrine, is remarkably free fro 


any undesired side effects. You can inject Wyamine 


without exposing your patient to the dangers of 


acceleration of the heart beat and arrhythmia; without 
fear of causing cerebral stimulation with its attendant 


restlessness and excitation. 


We feel certain you will agree that Wyamine should 
be in your bag. It is supplied in vials of 1 cc. and 


10 cc. (15 mg. Wyamine base per cc.). 


MEDICAL DEPARTMENT 
Wyeth Incorporated 
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Risk of Surgery 


in face of an old myocardial infarct 


A Modern Medicine Editorial 


One of the questions that comes up every so often is: Can 
one operate on a man who has recovered from a coronary 
thrombosis? You would expect the operative mortality to be 
somewhat increased in these cases, but is the increase large 
enough to be prohibitive? 

Brumm and Willius (1939) once reviewed the records of 
257 patients with angina pectoris who had had to be operated 
on at the Mayo Clinic and found that only 11 died postopera- 
tively as a result of cardiac complications. This showed that 
when a man with a healed cardiac infarct has a good cardiac 
reserve, and when he has access to a skilled anesthetist and a 
surgeon who can work rapidly and deftly, he has little more to 
fear than has the man with a good heart. 

Naturally, in doubtful cases, the decision whether to operate 
must depend largely on the need. A man with a hernia might 
well carry on with his truss, while the patient with a carcinoma 
has to take the risk whether he wants to or not. 

A good discussion of this problem is presented by Charles A. 
Hannigan and colleagues (Am. J. M. Sc. 222:628-639, 1951). 
In a group of 58 patients operated on in spite of evidences of 
myocardial infarction, mortality was only 5.2%. This compares 
well with 3.4% mortality among a group of 260 patients be- 
tween the ages of 60 and 71 years without heart disease who 
were subjected to a similar series of major surgical procedures. 

Pentothal anesthesia seems to be inadvisable for the patient 
with an old myocardial infarct. It tends to bring cardiac and 
respiratory complications. As one would expect, the longer the 
operation, the more likely the patient is to have trouble. 
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The most important thing is to note whether the person has a 
good cardiac reserve. The question is not what his electrocar- 
diogram looks like but how far he can walk without getting 
chest pain or shortness of breath. A man who has a good cardiac 
reserve commonly survives any operation that can be deftly 
and rapidly performed. 

WALTER C. ALVAREZ 


Vedical Management of Peptic Ulcer 


Proponents of the medical management of benign ulcer of 
the stomach or duodenum have, since Sippy propounded the 
principles and established a system of therapy, been convinced 
that peptic ulcer could be healed and recurrences prevented by 
inhibiting the deleterious corrosion of gastric juice. 

Proof of the competence of a properly conceived and meticu- 
lously performed therapeutic plan for permanent healing of 
peptic ulcer is offered by Rossett, Knox, and Stephenson. Con- 
ditions favored success of a medical regimen. The patients were 
young adult males under federal jurisdiction in two Army gen- 
eral hospitals and in a Veterans Administration unit. But similar 
conditions could be attained in civilian practice by adherence 
to a rigid schedule of feeding and medication and strict discipline. 

In each of 182 Army patients and 1,106 VA patients with 
uncomplicated, benign gastric or duodenal ulcer, pain stopped 
after two weeks of management, in most cases within four days, 
and ulcers healed in six weeks. No bleeding, perforation, or ob- 
struction occurred during the period of treatment. The feedings 
comprised the usual soft, bland, nonstimulating, high-protein 
foods and milk. The medicaments were aluminum hydroxide gel 
with milk of magnesia, calcium carbonate with milk of magnesia 
in milk, and tincture of belladonna, all in appropriate amounts. 


Among a group of 168 patients with severe hemorrhage, 2 
died during the prescribed medical management, which included 
numerous and copious transfusions of whole blood. Only 3 of 
129 patients with obstruction were unable to tolerate the full 
ulcer diet. These results fully demonstrate that no ulcer should 
be deemed refractive to healing until the full resources of a care- 
fully planned medical treatment have been exploited. 

JAMES B. CAREY 
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Symposium on Proctology 


Foreword 


ROBERT TURELL, M.D. 
New York City 


THIS symposium is addressed primarily to the general or 
family physician, whom the patient usually consults first and 
upon whom he relies for advice concerning health matters. 
The doctor is frequently called upon to pass judgment on the 
therapy recommended by the specialist, being an important 
intermediary between patient and specialist. 

The specialty of proctology has undergone a great meta- 
morphosis. At the turn of the century, the charlatan was re- 
placed by the ethical anorectal surgeon. More recently, the 
modern proctologist has emerged, trained in major rectal 
and colonic surgery. He also has knowledge of general surgery, 
radiography, and the constantly changing fields of physiopa- 
thology and biochemistry. 

In this Symposium on Proctology, an attempt is made to 
concentrate and correlate recent theories and developments 
and to reemphasize established principles, concepts, and pro- 
cedures. The object is to present, in a concise way, the man- 
agement ‘of representative common and potentially serious 
proctologic disorders so that the general practitioner may par- 
ticipate in the diagnosis and treatment of colorectal lesions. 

To accomplish this task, it was my privilege and pleasure to 
invite a distinguished group of authors to write useful and 
authoritative articles on medical and surgical proctology en- 
countered by the family physician and the proctologist. I am 
most grateful to those who have contributed to this symposium 
and congratulate them on a job admirably done. To Dr. Walter 
C. Alvarez and his editorial staff I would like to extend my 
thanks for the opportunity of serving as guest editor. 
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Prepared for Modern Medicine 


New Knowledge of Colonic Physiology 


HENRY D. 


JANOWITZ, M.D. 


Mount Sinai Hospital, New York City 


THE past several years have seen a 
@eveloping interest in the physiol- 
ogy of the human colon, especially 
in the disturbed physiology of colon- 
ic disease. Studies on autonomic in- 
nervation, the reaction of the colon 
to stress and drugs, and the biochem- 
istry of the colon in relation to 
enzyme excretion have resulted in 
information which has _ already 
proved to be of considerable clinical 
importance. 

Congenital megacolon—One area 
of signal advance has been in the 
ufiderstanding of certain cases of 
copngenital megacolon, Hirschsprung’s 
disease. 

Swenson and his co-workers at 
thé Children’s Medical Center in 
Boston have clarified the diagnosis 
and perfected a_ rational surgical 
therapy based on a convincing con- 
cept of the etiology of this puzzling 
disorder. 

They have shown that the dilata- 
tion and hypertrophy of the mega- 
colon are secondary to malfunction 
of the rectosigmoid. Using special 
radiographic technic in such cases, 
they have demonstrated a narrow ir- 
regular rectum and rectosigmoid dis- 
tal to the dilated sigmoid. Tandem 
balloon kymography of the motor 
activity of the colon revealed that a 
normal peristaltic wave did not pro- 
gress from the transverse colon to the 
anus. Active peristalsis did not enter 
the narrow” rectosigmoid segment, 


which showed increased tone. Final- 
ly, they demonstrated that the ab- 
sence of normal propulsive waves, 
which constitutes the physiologic de- 
fect causing chronic obstruction, 
could be correlated with the lack of 
ganglion cells in Auerbach’s plexus. 

Although the cause of the defect 
in pelvic parasympathetic innerva- 
tion is not known, Swenson has suc- 
cessfully removed the narrow irregu- 
lar area of the rectum and rectosig- 
moid, completely eradicating the 
syndrome. 

Reaction to stress—Several groups - 
of investigators have shown that the 
normal colon, the so-called “irritable 
colon,” and the diseased ulcerated 
colon respond to stressful situations 
or stimuli—those which the individ- 
ual interprets as threats to his se- 
curity—in a variety of patterns 
rather than a single stereotype. 

Almy and colleagues at the New 
York Hospital, during a four-year 
intensive study of the irritable 
bowel syndrome, have demonstrated 
that young healthy individuals sub- 
jected to painful or disturbing sit- 
uations will manifest many of the 
phenomena of patients with irritable 
colons: increased motor activity, mu- 
cosal engorgement, increased secre- 
tion of mucoid material, and sigmoid 
spasm with abdominal pain. In indi- 
viduals with spastic constipation, sig- 
moid spasm can be induced by 
stressful situations. 


74 MODERN MepIcINE, May 15, 1952 





PROCTOLOGY 


But not all patients with the ir- 
ritable bowel syndrome respond with 
increased motility; some manifest 
marked hypomotility and reduction 
of tone in the rectosigmoid while 
the remainder of the gut is hyper- 
active. This combination of events 
could account for the periods of di- 
arrhea which alternate with consti- 
pation in these subjects. 

Similar hyper- or hypodynamic 
reactions were elicited by Grace and 
co-workers at Cornell University 
during psychotherapeutic interviews 
of patients with ulcerative colitis. 
Currently of interest is the simul- 
taneous finding by Almy and by 
Code and associates at the Mayo 
Clinic that patients with ulcerative 
colitis have diminished total activi- 
ty of the colon in the presence of an 
abnormal sustained propulsive type 
of wave. 

Evaluation of antispasmodics— 
From physiologic studies on the co- 
lon, Posey and co-workers at the 
Mayo Clinic and Almy and his group 
have indicated that the clinical fail- 
ure of many antispasmodic drugs to 
give patients symptomatic relief from 
functional colonic disorders may be 
related to the fact that the majority 
of such drugs in wide use have no 
significant effect on colonic motility. 
Banthine does inhibit spontaneous 
motor activity of the colon, yet clin- 
ical disappointment with this agent 
for some patients suggests that the 
element of spasm or increased mo- 
tility may not always be important 
in the development of their symp- 
toms. 

Enzyme alteration in ulcerative 
colitis—The evidence furnished by 
Karl Meyer and colleagues at Co- 


SYMPOSIUM 


lumbia University that patients with 
ulcerative colitis excrete abnormally 
large amounts of the enzyme lyso- 
zyme has opened up fresh approaches 
in an area otherwise barren of leads 
for further study. Their evidence 
demonstrates a clear-cut quantitative 
biochemical alteration in ulcerative 
colitis. 

But serious difficulties have been 
found which prevent the ready ac 
ceptance of the hypothesis that the 
basic defect in ulcerative colitis ig 
an overproduction of lysozyme by 
the colon, which, in turn, leads to ime 
pairment of the protective mucoug 
barrier by dissolving the surfacé 
layer of mucus and thus rendering 
the colon susceptible to damage by 
the local bacterial flora. Lysozymé 
does not liquefy gastrointestinal mu- 
cus, indeed no substrate has bees 
found for the enzyme in the colon, 
High titers of lysozyme have beet 
found in a variety of experimental 
and human infected granulating 
wounds outside the gut. 

The enzyme content of the coloni¢ 
wall has been shown in this labora 
tory to be correlated with the se- 
verity of the inflammatory reaction 
and the extent of granulation tissue. 
Finally, the clinical failure of anti< 
lysozyme agents in treating ulcerative 
colitis argues against the importance” 
of the enzyme in the etiology of 
chronic ulcerative colitis. 

Thus, while consensus is that this 
enzyme excretion in the ulcerated 
colon represents a reaction to injury, 
it must be remembered that lysozyme 
can damage the colonic mucosa of 
some animals. This concept has 
shown that fresh paths of study are 
open. 
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Prepared for Modern Medicine 


Antibioties in Prophylaxis and Therapy 


LEWIS W. KANE, M.D. 


New England Medical Center, Boston 


THE successful use of antibiotics in 
the prophylaxis and therapy of in- 
fe@tions of the lower gastrointestinal 
tract requires a familiarity with cer- 
tain fundamental principles. Failure 
may result from disregarding any 
one of these principles. 
e. Incerrect evaluation of the anat- 
omy of an infection is a common 
case of failure. All infected areas 
must be carefully examined. The 
présence of pus is often not appar- 
enf at first because of a wide zone 
of inflammatory induration. While 
anfibiotics will localize infection by 
comtroliing the surrounding celluli- 
tis, success depends upon adequate 
surgical drainage. Infected areas 
must be repeatedly examined, since 
improvement and concomitant free- 
dom from pain may mask the pres- 
enée of a large accumulation of pus. 
Parenterally administered antibi- 
oti€és reach infected areas by way 
of the blood. Thus adequate concen- 
tration of antibiotics may be im- 
possible to attain in devitalized tissue 
with impaired circulation. The tissue 
may serve as a nidus for spread of 
infection when antibiotics are dis- 
continued, 
® The wrong choice of antibiotic is 
not a frequent cause of failure. Use 
of the combination of penicillin and 
streptomycin and the advent of the 
broad spectrum antibiotics insure 
adequate coverage in most instances. 
In some infections, notably those 


due to Staphylococcus aureus, a 
broad spectrum antibiotic may have 
advantages. This is ascertained only 
by isolation of the etiologic organism 
and by sensitivity tests. 

© Inadequate dosage is 
cause of failure. 

The broad spectrum antibiotics 
are primarily bacteriostatic in ac- 
tion; final recovery depends upon 
active participation of the host. 
Withdrawal of antibiotic therapy be- 
fore the host is able to cope with 
the residual organisms may result in 
exacerbation of the infection. 
® Development of resistance by the 
infecting organism is always a con- 
sideration with streptomycin but is 
not a major concern with penicillin 
or the broad spectrum antibiotics. 
® Superinfection with organisms re- 
sistant to the antibiotic employed 
must be kept in mind when exacer- 
bation occurs during adequate ther- 
apy. Repeat culture will reveal the 
change in flora and the necessity for 
revision in therapy. 

Antibiotics have been employed 
with success in the therapy of a 
number of specific infections of the 
lower intestinal tract. Intramuscu- 
larly administered streptomycin is 
apparently of value against anorec- 
tal tuberculosis. Symptoms may be 
controlled promptly, often dramat- 
ically. Superficial ulcerations may be 
expected to heal. In some cases 
sinus tracts close. Results in tuber- 


rarely a 
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culous enterocolitis are superior to 
those in pulmonary tuberculosis. 

The most effective schedule for 
streptomycin has not been definitely 
established. The recent trend has 
been to use smaller daily doses, 0.5 
gm., for forty-two to sixty days. The 
larger doses, 1 gm., have been ad- 
ministered every three days for the 
same period. 

Since the acquisition of resistance 
by the tubercle bacillus is related to 
the duration of therapy, streptomy- 
cin should not be administered more 
than sixty days. To delay acquisition 
of resistance, up to 12 gm. of para- 
aminosalicylic acid is given orally 
each day. The enteric-coated tablet 
is advisable to avoid gastrointestinal 
irritation. 

Salmonella enteritis has responded 
to chloramphenicol, but the results 
are not as striking as might be 


hoped. Despite defervescence and 
improvement in symptoms, relapse 
may occur if therapy is discontinued 
before the eighth day. 

At least 5 effective agents are 
available against Shigella enteritis: 
sulfadiazine, polymyxin B, strepto- 


mycin, terramycin, and chloram- 
phenicol. Since some dehydration is 
usually associated with this infection, 
the sulfonamides are not as safe to 
use as the antibiotics. 

Aureomycin, terramycin, and baci- 
tracin have been employed with suc- 
cess against amebic dysentery but 
are not effective in amebic liver ab- 
scess. The broad spectrum antibiotics 
appear useful against the virus of 
venereal lymphogranuloma. 

Antibiotics are of value in the 
treatment of nonspecific infections 
of the lower gastrointestinal tract. 


Favorable results have been reported 
in idiopathic ulcerative colitis. While 
antibiotics may be of some use in 
controlling the septic features of the 
disease, more than a temporary ben- 
eficial effect is unlikely. 

Sulfonamides and a combination 
of penicillin and streptomycin are 
valuable adjuncts in management of 
diverticulitis. The broad spectrum 
antibiotics may also be expected to 
give favorable results. 

Antibiotics are valuable adjuncts 
to surgery for perirectal abscessés 
and fistulas. Blind reliance on anti- 
biotic therapy without established 
surgical procedures will, however, 
usually result in failure. 

Antibacterial agents have been 
successful in the prophylaxis of an- 
ticipated infections. Sparsely absorb- 
able sulfonamides and steptomyciM 
have been used to reduce the bacté- 
rial population in the colon after 
surgery, but terramycin and aure@ 
mycin appear to be more effective. 

Terramycin is excreted in high 
concentration in the feces; oral ade 
ministration of 3 gm. daily may 
result in virtual elimination of the 
aerobic flora in two days. Aureomye 
cin in oral doses of 750 mg. every 
six hours has similar suppressivé 
effects. However, this dose is likely 
to produce nausea, vomiting, and 
diarrhea—highly undesirable with 
abdominal surgery. Terramycin is 
less likely to provoke these side 
effects. 

Sulfadiazine has been used success- 
fully in prophylaxis of institutional 
outbreaks of bacillary dysentery and 
in control of carrier states. The 
broad spectrum antibiotics presum- 
ably would also be of value. 
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Value of Routine Sigmoidoscopy 


ALBERT CORNELL, M.D. 


New York Medical College, New York City 


~ MORE and more people now visit 
doctors or cancer prevention clinics 
for yearly examinations. Physicians 
are thus offered a greater opportuni- 
ty for a thorough investigation of 
the patient. This may reveal un- 
sUspected conditions which have pro- 
duced no symptoms as yet. 

No such examination can be con- 
sidered complete without sigmoidos- 
copy. Unfortunately, however, not 


@ven all cancer detection centers per- 
form sigmoidoscopies routinely. Yet, 
if it is important to make a roent- 
genogram of the chest or to insert a 


Vaginal speculum, it is certainly just 
@ important to examine the rectum 
and lower bowel. 

The need for sigmoidoscopy is es- 
pecially evident when one realizes 
that carcinoma of the large intestine 
ig the second most frequent malig- 
mancy in males, the fourth most fre- 
quent in females. About 80% of 
iMtestinal cancers occur in the rec- 
tum or sigmoid, and 90° of these 
are visible by the sigmoidoscope. In 
many tumors, especially in the lower 
rectal segment, barium enema roent- 
genograms are often unrevealing and 
misleading. It is unfortunate that 
many physicians rely mainly on ra- 
diography in order to find or exclude 
lesions of the lower bowel. 

Most cancerphobic or nervous pa- 
tients are grateful ‘o the doctor for 
a sigmoidoscopy, especially when he 
can report no abnormality. Thus, the 
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physician’s attitude is most impor- 
tant. As he perfects himself in the 
technic, he learns that sigmoidos- 
copy can be done in a relatively short 
time without harm, and with hardly 
any discomfort to the patient. His re- 
luctance to suggest the examination 
will diminish once he sees how much 
information is obtained. Not only 
can he detect unsuspected sources of 
bleeding, such as polyps, hemor- 
rhoids, ulcerative colitis, and malig- 
nancies, but he can better treat such 
painful or annoying conditions as 
fissures, fistulas, anal sinuses, hyper- 
trophied papillae, or cryptitis. 

Statistics show that 20% of per- 
sons 60 or older have adenomas of 
the large bowel. Of over 2,200 pa- 
tients in a cancer clinic, 12% had 
adenomas. In the routine examina- 
tion of 500 asymptomatic patients, 
Young was surprised to find that 5 
had cancer (1% ) and 44 had polyps 
(8.8% ). Many observers believe that 
cancer of the bowel often develops 
on the basis of adenomas. Thus, 
about 1 out of every 10 patients 
examined routinely by sigmoidoscopy 
has premalignant lesions. One can- 
not stress too much the importance 
of removing adenomas of the lower 
bowel as a safe and certain means of 
preventing carcinoma. 

The lower bowel is said to be “‘ig- 
nored” in routine physical examina- 
tions more frequently than any other 
easily accessible region of the body. 
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Radiographic Examination of the Colon 


BERNARD S. WOLF, M.D., AND RICHARD H. MARSHAK, M.D. 


Mount Sinai Hospital, New York City 


PAINSTAKING study is essential 
for the demonstration of lesions of 
the colon. 

The oarium enema examination 
requires considerable preparation, 
assiduous technic, and may be dif- 
ficult for several reasons: [1] Prop- 
er cleansing of the bowel is essential 
and is frequently unsatisfactory; 
[2] no method obtains consistently 
adequate mucosal patterns; and 
[3] redundancy and overlapping of 
the loops of bowel may result in 
incomplete visualization of segments 
of the colon. 

Minimal preparation for roent- 
gen-ray study of the colon should 
consist of a fluid dinner, a laxative, 
and a tap-water enema the evening 
before the examination. The morn- 
ing of the examination the patient 
takes 2 tap-water enemas and is 
permitted a light breakfast. Many 
clinics insist on a low-residue diet 
for four days and several enemas 
during this period. Patients may re- 
bel against this rigorous regime but, 
when the importance of a cleansed 
bowel is explained, usually cooperate. 

We have no method which pro- 
duces constantly reliable postevacua- 
tion films with an adequate mucosal 
pattern. Use of tannic acid, which 
causes the bowel to contract and 
evacuate most of the contents, still 
remains superior to other methods. 
Complications may occur after the 
employment of tannic acid; many 


patients complain of cramps and a 
few have mild peripheral vascular 
collapse. 

Wnen tannic acid is not employed, 
large amounts of barium may ré 
main, obscuring the mucosa. If the 
patient is permitted to wait until alll 
the contents are evacuated, consid 
erable time may elapse, allowing 
the retained barium to _ flocculaté 
and precipitate. This is in part ob 
viated when colloidal barium is em> 
ployed. 

Study of the mucous membrane 
is especially important in two con 
ditions: 

1} Diverticulitis may produce 
marked constriction of the bowél 
simulating carcinoma. The only ré 
liable differential roentgen sign is 
the mucous membrane pattern. If 


' the pattern is intact, the diagnosis of 


diverticulitis is favored; if destroyed, 
carcinoma is likely. 

2] The earliest change in ulceras 
tive colitis may be thickening and 
distortion of the mucosa. Increased 
secretions may simulate these altera¢ 
tions, and reexamination may be 
necessary for confirmation. 

Sometimes polyps may be easily 
identified on the evacuation study. 
The absence of this identification, 
however, does not dismiss the possi- 
bility of the diagnosis. Small polyps 
can easily be hidden in the con- 
tracted bowel after the use of tannic 
acid. 
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Redundancy of the loops of bow- 
e! may cause difficulty in visualizing 
the entire colon. Fluoroscopy, spot 
roentgenograms as the barium en- 
ters the colon, and compression will 
in most be sufficient to over- 
come this complication. Routine spot 
films of the sigmoid are most im- 
portant as, except for the rectum, 
the great majority of lesions of the 
elon occur in this area. 

Recently, a 
in the rectosigmoid has been demon- 
Stfated as the cause of one type of 
megacolon—Hiurschsprung’s 
ThRis stenotic segment cannot be vis- 
ualized small amounts of 
barium are used and spot films taken 
in the marked oblique or lateral po- 
sifions. If large amounts of barium 
are introduced into the colon, the 
greatly redundant sigmoid may ob- 
secure the 

This is true of short con- 
stficted segments of carcinoma in 
this region. Occasionally this type 
of lesion will produce marked re- 
tefition of stool above it. A column 
of stool at any point, associated with 
a Well-cleansed bowel distal to the 
ar€a, is suggestive of a constricting 
lesion. Reexamination with special 
attention to the junction of clean 
and stool-containing bowel will us- 
ually reveal a lesion. 

With marked constriction, espe- 
cially proximal to the midtransverse 
colon, care must be taken not to 
force too much barium proximal to 
the lesion, because perforation of 
an attenuated right side of the bowel 
may occur. Also, if a preliminary 
cecostomy is necessary, the presence 
of barium may prevent this pallia- 


Causes 


constricted segment 


disease. 


unless 


lesion. 


also 


tive procedure. 
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The incidence of polyps increases 
with age. Their detection is at times 
simple and, in other instances, very 
trying, because of secretions, im- 
proper preparation, and redundancy 
of the bowel. Clinicians and roent- 
genologists must reexamine every 
patient who has persistent red blood 
in the stool which cannot be attrib- 
uted to a demonstrable lesion. Every 
suspicious polyp should be con- 
firmed by reexamination. 

To facilitate the finding of polyp- 
oid lesions, thorough cleansing of 
the bowel is necessary. In a properly 
prepared colon any small defect is 
suggestive of a polypoid growth. 
This possibility should be substan- 
tiated on air injection films. Most 
smooth polyps are benign; however, 
they are occasionally malignant. The 
finding of a pedicle usually, but not 
always, excludes malignancy at the 
base. 

Polyps usually produce some ra- 
diopacity, but sometimes they have 
little radiepacity so that differentia- 
tion from a diverticulum situated on 
the posterior wall of the bowel is 
difficult. In the filled bowel a diver- 
ticulum may be radiopaque and a 
polyp may be radiotranslucent. Films 
made in the marked oblique position 
will ordinarily demonstrate the ex- 
traluminal position of the diverti- 
culum. 

A dimpling or small scalloped de- 
fect in the contour of the bowel 
suggests the presence of a pedicle. 
Comparison films are valuable in 
confirming the presence of the ped- 
icle and polyp. If reexamination is 
done for confirmation, compression 
is feasible so that the exact area may 
be studied. 
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Transsacral Block 


CHARLES M. BARBOUR, JR., M.D., AND RALPH M. TOVELL, M.D. 
Hartford Hospital, Hartford, Conn. 


IN anal and rectal operative proce- 
dures, the mental and physical status 
of the patient as well as the require- 
ments of the surgeon should influ- 
ence the choice of anesthesia. The 
decision is also affected greatly by 
the position in which the surgeon 
wishes the patient placed. 

The prone position is favored by 
many proctologists. Exposure is fa- 
cilitated by breaking the table. Even 
conscious patients in this position 
have a marked decrease in respira- 
tory excursion. Limitation of respir- 
atory activity by pressure on the 
thorax and abdomen increases the 
hazards of general anesthesia. 

If general anesthesia is to be em- 
ployed, the insertion of an endo- 
tracheal tube is advocated. Failure 
to do so before the patient is placed 
in the prone posifion increases the 
likelihood of undue delay in treat- 
ment for acute respiratory obstruc- 
tion from laryngospasm. Because as- 
sisted respiration may be necessary 
to offset resptratory depression when 
the level of anesthesia is adequate 
to provide muscular relaxation, a 
patent airway is essential. 

It may be argued that insertion of 
an endotracheal tube is unwarranted 
for a contemplated minor operative 
procedure. It cannot be overem- 
phasized that there is little relation- 
ship between the degree of operative 
hazard and the degree of anesthetic 
danger in operations involving the 


anus and rectum. Anesthetic pro- 
cedures accompanied by loss of con- 
sciousness and relaxation of major 
portions of a patient’s musculature 
increase the incidence of atelectasis, 

Rather than face the multiplicity 
of hazards associated with general 
anesthesia, transsacral block is ware 
ranted, provided the anesthesiologist 
is prepared to accomplish it with 
dexterity and dispatch. Loss of sen- 
sation will be limited to the opera- 
tive area. Muscular relaxation of the 
anal sphincters will be maximal, 
Control of respiration will be vol- 
untary and subject to augmentation 
upon request. With adequate pre- 
operative medication, apprehension 
can be allayed. Should nausea occur, 
0.1 or 0.2% Sodium Pentothal may 
be administered intravenously to 
promote drowsiness and amnesia. 

Some contend that spinal anes- 
thesia is preferable to transsacral 
block because it is easier to produce. 
Although insertion of a needle at 
the third lumbar interspace through 
the dura is usually easy, limitation” 
of anesthesia to fhe operative area 
cannot be assured, particularly for 
operations lasting more than one- 
half hour. The incidence of nausea 
and vomiting during operation will 
be higher, decrease in systolic blood 
pressure more likely, and chances of 
postoperative headache much greater 
with spinal anesthesia. 


Although transsacral block ap- 


MODERN MEDICINE, May 15, 1952 81 











PROCTOLOGY SYMPOSIUM 


proaches the ideal for anal and 
rectal procedures, contraindications 
exist. Thorough inspection and pal- 
pation of the sacral and coccygeal 
area will prevent complications due 
to insertion of needles through an 
infected field. Damage to tissue from 
a caudal needle in the presence of a 
bony deformity can be avoided. It 
is sometimes necessary to omit in- 
Sertion of the caudal needle and 
employ individual blocking of the 
Second, third, and fourth — sacral 
Merves on each side. 

The history of idiosyncrasy to a 
local anesthetic agent must always 
be given credence. Intradermal in- 
filtration of 0.1 cc. of a weak solu- 
tion will reveal the sensitivity. 

Choice of agent rests with a 1% 
Solution of procaine hydrochloride 
With 1:40,000 Cobefrin added, or 


a 1% 


solution of metycaine with 
1:200,000 epinephrine, or a 0.1% 
Solution of pontocaine hydrochloride 


With 1:200,000 epinephrine. The 
practice of employing the weakest 
@ffective concentration of the least 
toxic drug available is a good one. 
For that reason, procaine hydrochlo- 
ride is advocated. A dose of 1 gm. 
in 100 cc. of normal saline should 
not be exceeded; usually 60 cc. pro- 
duces anesthesia for two hours. 
Every anesthesiologist should ad- 
here to necessary safeguards. Hands 
and arms must be scrubbed, and 
gloves changed for each patient. The 
operative field should be thoroughly 
prepared and sterile draping com- 
pletely outline the area of injection. 
Anesthetic solution is freshly pre- 
pared for each patient. Saline in 
normal physiologic concentration or 
distilled water may be employed. 
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The solution should be warm on 
contact with the forearm. Unless a 
vasoconstrictor is added, unduly 
rapid adsorption may produce un- 
toward reaction. The solution should 
be discarded if brownish-yellow col- 
oration follows the addition of 
Cobefrin or pink coloration follows 
epinephrine. 

A fine caliber needle is used to 
raise each wheal, the bevel held flat 
against the skin. Bone should be 
approached gently. With the needle 
in a fixed position, aspiration is at- 
tempted before more than 0.25 cc. 
of solution has been injected. If 
blood is aspirated, the position of 
the needle must be changed. 

Not more than 5 cc. should be in- 
jected through a caudal needle be- 
fore checking for production of 
spinal anesthesia since the dura 
might have been punctured. Ordi- 
narily, the lower reflection of the 
dura is above the level of a line 
drawn between the left and right 
second sacral foramens. If spinal 
fluid is aspirated, transsacral block 
should be abandoned in favor of an 
intradural technic. Injection of 50 
mg. procaine in 2 cc. of spinal fluid 
or normal saline produces satisfac- 
tory anesthesia. 

An attendant should check and 
warn of any decrease in systolic pres- 
sure or change in pulse rate. Injec- 
tion should be stopped if pallor, 
perspiration, nausea, or vomiting oc- 
curs. Cyanosis or muscular twitching, 
which is considered prodromal to a 
convulsion, warrants the administra- 
tion of oxygen under intermittent 
positive pressure. A rapidly acting 
soluble barbiturate is essential to re- 
lax the thoracic cage musculature. 
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Tumors of the Rectum and Colon 


Adenomas 


WALTER A. FANSLER, M.D. 


University of Minnesota, 
Minneapolis 
SMOOTH adenomas, | cm. or more 
in diameter, are usually deep red or 
dusky red in color and slightly nod- 
ular in appearance. Small tumors 
are ordinarily the color of normal 
rectal mucosa. The body of the tu- 
mor consists of relatively tight lobu- 
lations, being round or oval in shape 
or having quite large branching di- 
visions. 

In contrast, the villous adenoma 
is about the color of normal mucosa 
or even paler and more translucent, 
unless infection produces reddening. 
The tumor may appear as a smooth, 
soft, raised area or have a loosely 
lobulated appearance. It secretes 
large amounts of mucus. This tumor 
is very often multiple, a large “par- 
ent” tumor with one or more smaller 
tumors closely adjacent. 

The villous adenoma is_ usually 
found in the rectum or in the recto- 
sigmoid area, occasionally the sig- 
moid or cecum. The smooth ade- 
noma appears most often in the 
rectum or sigmoid, but is also quite 
common in the remainder of the 
colon. 

The etiology of both of these tu- 
mors is unknown. That their etiolo- 
gy may differ is suggested by several 
points of variation. First, the smooth 
adenoma does not tend to have 
smaller adjacent adenomas. A _ sec- 


ond difference is that the smooth 
adenoma has little tendency to recur 
after removal, while the villous 
polyp very frequently recurs either 
at the site of removal or in the im- 
mediately adjacent mucosa. 

In this respect as well as in the 
formation of adjacent tumors, the 
villous polyp closely resembles the 
condyloma acuminatum. These facts 
have suggested to the writer that the 
exciting factors in the formation of 
villous polyps and of condyloma 
acuminatum may be the same or at 
least similar, the villous adenoma 
being the result of the excitant when 
applied to the mucosa of the bowel, 
and the condyloma acuminatum be- 
ing the result when the excitant ig 
applied to the squamous epithelium 
of the anoderm or perianal skin. 

Smooth or villous adenomas usual+ 
ly bleed but rarely profusely. Becausé 
of their size, the adenomas may pro= 
duce troublesome symptoms, but the 
most serious threat is malignant de- 
generation. Malignant changes aré 
most frequently seen in large adeno- 
mas of long duration but may be 
found in small, innocent-appearing 
tumors. For this reason, adenomas, 
regardless of size, should be eradi- 
cated as soon as discovered. 

Small adenomas are usually symp- 
tomless and are found on routine 
proctoscopic examination. At most, 
a small amount of blood or mucus 
may be seen. In the rectum, large 
tumors may prolapse with defeca- 
tion; in the colon, they may produce 
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colicky pain or symptoms of intus- 
susception. 

Visualization through the procto- 
scope is the most accurate method 
of examination for lesions of the 
rectum, rectosigmoid, or lower sig- 
moid. Above this level we must rely 
on roentgenologic examinations. This 
method is by no means as accurate 
as visualization but is the best avail- 
able. 

In general, tumors 0.5 cm. or 
larger in diameter can be demon- 
Strated on roentogenograms, but 
Smaller growths are seldom visua- 
lized. The demonstration of small tu- 
Mors presupposes an examination by 
an expert roentgenologist upon a 


properly prepared patient. Search for 
small adenomas should not be en- 
trusted to the inexperienced, since 
Such attempts are almost certain to 


be unsuccessful and both physician 
and patient will be lulled into a sense 
Of false security by the negative 
report. 

All polyps should be eradicated 
as soon as possible. If feasible, those 
Within reach of the proctoscope 
should be removed in entirety since 
one part of the tumor may show ma- 
lignant change while another does 
not. If only a portion is extirpated, 
the area of malignancy may be 
missed. 

Small tumors may be removed 
with one snip of the biopsy forceps 
and the base fulgurated. Larger tu- 
mors below the peritoneal reflection 
may be removed by fulgurating the 
base of the tumor, by an electric 
snare, or by ligating the pedicle. In 
the case of a tumor with a rather 
large pedicle, I prefer to transfix and 
ligate the pedicle and then remove 
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the tumor. In any event, the entire 
tumor and the portion of the adja- 
cent pedicle should be removed for 
microscopic study. If the tumor is 
too large for adequate removal by 
this method, a posterior Cripps in- 
cision should be used. 

If the tumor lies above the peri- 
toneal reflection but within reach of 
the proctoscope, extirpation of the 
entire tumor and pedicle may be 
impossible except by the abdominal 
route. If the tumor has a long, thin, 
attenuated pedicle, the surgeon may 
simply do a_ biopsy through the 
proctoscope and fulgurate the re- 
mainder of the tumor. If a pedicle 
is lacking or is short and broad, re- 
moval by the abdominal route is 
safer and better. This applies to all 
but the smallest tumors which have 
a superficial mucosal attachment. 

When the adenoma or adenomas 
lie above reach of the proctoscope, 
several courses are open. For a single 
adenoma with an ample pedicle, co- 
lotomy with ligation of the pedicle 
and removal of the adenoma is ade- 
quate. In the case of a large tumor 
or one with a short pedicle or when 
several adenomas are situated closely 
together, segmental resection is ad- 
visable. 

When the bowel is opened, a ster- 
ile proctoscope should be passed 
both caudad and cephalad to locate 
any adenomas which may not have 
been demonstrated in the roentgen- 
ograms. A frozen section should be 
done as soon as the tumor is re- | 
moved. An accurate diagnosis is not | 
always possible from a frozen sec- 
tion, but is worth trying. If malig- 
nant change is demonstrated or the 
proctoscope has shown other adeno- 
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mas, the surgeon may wish to revise 
his plan of procedure. 

When the roentgen examination 
has revealed 2 or more adenomas in 
widely separated portions of the 
colon, it must be decided whether a 
multiple colotomy, segmental resec- 
tion, or colectomy with anastomosis 
of the ileum to the rectum or lower 
sigmoid is advisable. There can be 
no rule of thumb. In general, with 
no more than 2 widely separated 
adenomas and a favorable family 
history, my inclination is to do a 
double colotomy, particularly for an 
older patient or for those who are 
not first-class surgical risks. With 3 
or more widely separated adenomas, 
I am inclined toward colectomy with 
an anastomosis of the ileum to the 
terminal portion of the sigmoid, es- 
pecially in a young patient. Final 
decision must rest upon the individ- 
ual, his age and physical condition, 
the family history, and the technical 
difficulty of the procedure. 

In the familial type of adenoma- 
tosis or polyposis, early colectomy is 
the only procedure to consider. 

Patients who have had adenomas 
removed require periodic rechecks. 


Lipomas 


CHARLES B. JONES, M.D. 

State University of New York, 

New York City 

ALTHOUGH a relatively rare disease, 

lipoma of the colon and rectum is 

the second most common of the 

benign tumors encountered in the 
large bowel. 

The tumor occurs with about the 

same frequency in males as in fe- 


males. The average age at which 
symptoms are reported is 54 years. 
The most common site of origin is 
the cecum. 

Lipomas may be divided into two 
types according to the site of their 
origin: [1] submucous and [2] sub- 
serous. The tumor is characteristi- 
cally well circumscribed and fre- 
quently pedunculated. Rarely the 
tumor may be multiple. 

No clinical syndrome is pathog- 
nomonic of lipoma of the large 
bowel. The chief symptoms are 
those of intestinal obstruction pro- 
duced by the tumor mass or by a 
complicating intussusception. The 
size, location, and behavior of the 
tumor determine the onset of symp- 
toms, which are mainly due to a 
combination of effects: disordered 
peristaltic activity owing to the in- 
terference of the intrinsic nervous 
mechanism of the bowel wall, ul- 
ceration of the mucosal surface with 
or without hemorrhage, circulatory 
changes incidental to the intussus- 
ception, with associated edema, con- 
gestion, infarction, necrosis, and at 
times gangrene. 

The clinical features are: [1] vague, 
intestinal complaints due to inter- 
mittent hypermotility of the gut, a 
tumor being demonstrated by roent- 
genograms, [2] a chronic course, 
often over a period of years with” 
recurrent partial obstruction, and 
[3] an acute course, hours or days, 
terminating in obstruction, due for 
the most part to intussusception. 

Because of its occurrence during 
the so-called cancer age, the similar- 
ity of the symptoms to those of ob- 
struction from carcinoma, and the 
absence of a characteristic defect 
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on roentgen examination, lipoma of 
the colon is rarely diagnosed pre- 
operatively. In cases of suspected 
pathologic condition of the colon 
with a long history of recurring at- 
tacks of pain, constipation, bloody 
diarrhea unassociated with loss in 
weight or with cachexia, a benign 
tumor should be suspected. 

Occasionally, the tumor may be 
palpable, either abdominally or rec- 
tally. Roentgen studies are helpful; 
they may show an encapsulated sub- 
m@cosal tumor. Because of the very 
high fat content, the mass may be 
relatively radiopaque. In the distal 
lafge intestine, proctoscopic or sig- 
m@idoscopic examination may show 
a $0ft, lobulated tumor, with a sur- 
fate of yellowish tint. 

Since lipomas of the colon and 
rectum are benign growths, exten- 


sive lymph node dissection is not 
néCessary as with carcinoma. How- 
ever, the tumors are often of large 
dimensions and the presence of ma- 
lignancy is difficult to assess accu- 


rately. Therefore, right colectomy 
or segmental resection, according to 
the site involved, is advisable. 


Endometriosis 


JACK G. KERR, M.D. 


University of Texas, Dallas 


BEFORE any pelvic surgery is under- 
taken for possible endometriosis, 
proctosigmoidoscopic examination is 
advisable. The procedure may reveal 
intraluminal findings which help es- 
tablish a diagnosis of endometriosis 
and show the extent of such involve- 
ment and the degree of bowel im- 
pairment. 

Invasion of bowel proceeds from 
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the serosa toward the mucosa. Many 
serosal implants never attain suffi- 
cient size to be discernible by exam- 
ination of the mucosal surface. 

Only infrequently does a patient 
present herself primarily for procto- 
scopic examination because of symp- 
toms that finally prove to be the 
result of endometriosis. Prior con- 
sultation regarding symptoms refer- 
able to the pelvis usually has been 
sought. Examination is ordinarily re- 
quested to help explain the nature 
of a mass palpated on digital exam- 
ination of the rectum or vagina. 

Often the mass is in the recto- 
vaginal septum or at the level of the 
peritoneal reflection. Not infrequent- 
ly the sigmoid colon is the site of 
involvement. When the nodule is dis- 
covered, the immediate questions 
are: Is the lesion malignant? Is it 
a primary lesion of the bowel? 

The nodule in the rectovaginal 
septum is likely to be moderately 
firm, not rigidly fixed or extremely 
tender. The overlying mucosa is or- 
dinarily intact and inspection gives 
little or no evidence of an underly- 
ing lesion. 

Involvement at or above the peri- 
toneal reflection often makes proc- 
tosigmoidoscopy difficult and may 
make visualization of the bowel 
above the rectosigmoid impossible. 
Examination may be painful during 
or near a menstrual period. Ulcera- 
tion of the mucosa may be evident, 
but not usually. A dark, bluish dis- 
coloration may be visible through 
the swollen, boggy, fixed mucosa of 
the anterior bowel wall. Often the 
only impression gained is that an ex- 
trinsic bowel lesion is present. 

If one can visualize the entire le- 
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sion, great difficulty seldom occurs 
in distinguishing an endometrioma 
from carcinoma of the bowel. Con- 
fusion is most likely to arise when 
a lesion is found involving the bowel 
at the rectosigmoid or above and the 
scope cannot be passed high enough 
to see any mucosal change. Then, 
regardless of all other evidence of 
endometrioma, cancer cannot be dis- 
missed as a possible diagnosis. This 
situation justifies laparotomy, pre- 
operative preparation of the bowel 
being done just as though surgery of 
the colon were contemplated. 

The underlying principle which 
governs regression of endometrial 
tissue is the termination of ovarian 
function. Treatment demands indi- 
vidualization. A single nodule below 
the level of the rectosigmoid should 
receive conservative treatment as 
long as possible. Local excision may 
result in a fistula. 

An endometrioma found by sig- 
moidoscopy and resulting from in- 
vasion of the bowel by an adhering 
involved contiguous organ is diffi- 
cult to differentiate preoperatively 
from an endometrioma primary in 
the bowel wall. The pelvic struc- 
tures are fixed and immobile because 
of the disease. More often, bowel is 
involved by adherence and invasion 
in old, advanced disease; when this 
occurs in young women, for whom 
preservation of ovarian function is 
desired, a difficult decision is im- 
posed. The likelihood of injuring 
the bowel is great. If the bowel wall 
is actually invaded, separation of the 
bowel should not be attempted un- 
less resection of the segment has 
been planned as a possible eventu- 
ality. 
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Intestinal lesions seldom require 
resection; however, involvement of 
such extent and degree that bowel 
function is impaired or ulceration 
of the bowel mucosa has occurred 
may have made termination of ovar- 
izn function advisable. Should the 
lesion be in the sigmoid, sufficient- 
ly discrete, and at a level where 
good opportunity exists of reuniting 
the bowel after resection, resection 
should be the procedure of choice, 
Castration should be done when le 
sions are situated in the rectum, 
rectosigmoid, or at any level where, 
because of the location or the ac 
companying dense, massive adhe 
sions, continuity of the bowel would 
be sacrificed or greatly jeopardized 
by resection. The need for a tem» 
porary proximal colostomy depends 
upon the degree of obstruction. 


Lymphomas 


GARNET W. AULT, M.D, 


Georgetown University, 
Washington, D.C, 


LYMPHOMA is a benign lesion com 
posed of lymphatic tissue. The le 
sions are not common, but may de 
velop in the anal canal or rectum 
regardless of the age, sex, or physie 
cal status of the patient. 
Lymphomas should receive con 
sideration in a differential diagnosis 
whenever a circumscribed palpable 
mass resembling a thrombotic inter- 
nal hemorrhoid is found in the anal 
canal or a polyp originating from an 
enlarged papilla of Morgagni. When 
in the rectum, lymphomas may be 
felt during palpation, but are most 
commonly discovered during routine 
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proctoscopy. The lesions are ordi- 
narily demonstrable as discrete sub- 
mucosal nodules, and are, in reality, 
enlarged submucosal lymph nodes. 

The diagnosis, except in submu- 
cosal rectal lesions, is rarely made 
until the specimen is studied. Since 
the prognosis, based on the treat- 
Ment, of any lesion such as lympho- 
ma, carcinoid, adenomatous polyp, 
afd lymphosarcoma and sarcoma, 
is radically different, adequate initial 
removal and pathologic study are of 
paramount importance. 

Ordinarily a lymphoma is an ag- 
gregation of hyperplastic cells with 
follicles and germinal centers en- 
clOsed in a stroma of connective tis- 
sue. Mitotic figures remain well 
within the limits of the germinal cen- 
ter. A capsule of connective tissue 
usually circumscribes the tumor 
mass. At times numerous lymphoid 
follicles are encountered which may 
bé so extensive that the connective 
tissue capsule is pushed aside, the 
muscularis mucosae is destroyed by 
the pressure of the growth, lympho- 
blastic cells are scattered about the 
periphery of the growth, and the 
rectal mucosa may show pressure 
atrophy and surface erosion. 

The pathologist should recognize 
thése features as being a nonmalig- 
nant pattern of growth, for the clin- 
ical behavior of these tumors estab- 
lishes their benign nature. One may 
be perfectly safe in assuming the 
benign nature of these lesions if no 
evidence is found of an associated 
lymphoid disease and the patient’s 
blood studies are not abnormal. 

In the anal canal, the circum- 
scribed nodular tumor is covered by 
squamous epithelium and may ap- 


pear within the lower portion of the 
canal as a pale fibrous lesion ap- 
proximately 0.25 to 0.5 cm. in size. 
Aside from a sense of protrusion or 
of something in the anus, this lesion 
may be asymptomatic. 

Lymphomas just above the muco- 
cutaneous junction may resemble an 
enlarged papilla of Morgagni. If 
pedunculated, they may prolapse 
through the anus or ascend into the 
lower rectum. A variable degree of 
inflammatory reaction may be seen. 

Local excision is sufficient to ef- 
fect a cure. 

In the rectum, the tumor may be 
a discrete firm submucosal nodule, 
freely movable, and without visual 
evidence of inflammatory reaction 
except for occasional development 
of surface thinning or erosion of the 
mucosa. This sessile pea-sized tumor, 
0.25 to 0.75 cm. in size, is the most 
common lesion. 

Treatment at the initial visit is in- 
dicated, for the lesion must be dif- 
ferentiated from carcinoid, sarcoma, 
lymphosarcoma, fibroma, lipoma, 
leiomyoma, and inflammatory nod- 
ules caused by foreign body re- 
action. 

The treatment of these submucosal 
nodules consists of excision, prefer- 
ably with a biopsy forceps that will 
remove the tumor mass _ relatively 
intact, unaltered by crushing or elec- 
troresection, so that the pathologist 
can render an accurate diagnosis. 
Various instruments used for surgical 
electroresection are suitable. Some- 
times elliptic excision is done. 

The exposed muscular defect is 
best treated by light electrocoagula- 
tion to contro! hemorrhage. Healing 
is rarely attended by any complica- 
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tions. Adequate follow-up is desir- 
able. 

Lymphoma that assumes the form 
of a polyp with a smooth surface or 
a shaggy surface is less common 
than the nodular lesions, but must 
be differentiated from true adeno- 
matous polyps. Excision may be 
done by electrosnare when the ped- 
icle attaches to the mucosa or by 
clamping the pedicle and transfixing 
suture of the base. The entire tumor 
mass should be removed intact for 
pathologic study. 


Epidermoid Carcinoma 


ALBERT S. LYONS, M.D., AND 

JOHN H. GARLOCK, M.D. 

Mount Sinai Hospital, 

New York City 

THE anal canal is lined by stratified 

squamous epithelium and, at its more 

cephalad margins, by a transitional 

type of epithelium. Anal epidermoid 

carcinoma may be of either basal- or 
squamous-cell type. 

When the two types coexist in the 
same neoplasm, the general charac- 
teristics and course are those of the 
squamous-cell form. Epidermoid car- 
cinoma arising in the rectum is a 
squamous-cell neoplasm. 


Basal-cell type 

Incidence—Few cases of basal-cell 
type were described up to 1949, 
Since then numerous isolated case 
reports have appeared. About 1.5% 
of all anal epitheliomas are basal- 
cell carcinomas. The remainder are 
of the squamous-cell variety. 

Diagnosis—The neoplasm often 
begins as a nodule in the dermis, 
later ulcerating. The edges are rolled, 
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indurated, and sometimes red. The 
crater is usually clean. 

The neoplasm is commonly con- 
fused with a nonspecific anal ulcer, 
ulcerated varicosity, lymph node, or 
small abscess. Sometimes biopsy does 
not at first reveal the nature of the 
lesion. Therefore, suspicious ulcera- 
tions should be subjected to repeat- 
ed microscopic examinations. Excis 
sion of the entire lesion for histologi¢ 
study is usually the best method for 
establishing the diagnosis. 

Pathology—Basal-cell tumors may 
arise in the anal canal or externally 
at the anal verge; they do not occuf 
in the rectal mucosa. They do not 
usually enter the blood stream cof 
lymphatics, but do invade the surs 
rounding tissues. 

Treatment—Lesions which have 
not yet invaded the sphincter mus- 
cles respond best to local wide exes 
cision followed by irradiation. Largé 
lesions with invasion of surrounding 
structures usually require abdominos 
perineal or perineal excision of the 
rectum, although tumors of ads 
vanced degree, with and without 
sphincter-muscle involvement, aré 
reported to have been treated suc¢ 
cessfully in a few instances with ir- 
radiation alone, preserving sphinc- 
teric control. 


Squamous-cell type ° 


Neoplasms of the squamous-cell 
type usually arise from the epithe- 
lium of the anus and may then in- 
vade the rectum by _ contiguous 
growth across the dentate line. Less 
than 12 cases are recorded in which 
squamous-cell carcinoma has arisen 
de novo from the rectal mucosa. 

Incidence—Reported incidence va- 
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ries from about 2 to 6% of all car- 
cinomas of the rectum and the anus. 
Ihe tumors are slightly more com- 
mon in women, in contrast to rectal 
adenocarcinomas, which are more 
frequent in men. Epidermoid carci- 
nomas are frequently superimposed 
on benign anal conditions, having 
been reported in hemorrhoids, anal 
fissures and fistulas, and lymphove- 
nereal strictures. Chronic irritation 
is thought by some to be a predis- 
posing factor. 

Location—In women, the lesion 
is found 4 times more frequently in 
the high anal canal than in the low- 
e: anus. Occurrence of the lesion in 
men is evenly distributed through- 
out the anal canal. The carcinomas 
farther up in the anus usually dis- 
play a higher histologic grade of 
malignancy than those situated at 
lower levels. 

Pathology—The usual beginning 
is a nodular elevation or an indurat- 
ed plaque which becomes fixed and 
ulcerated. The edges are rolled and 
the crater is often necrotic and cov- 
ered by a crust. Squamous-cell car- 
cinoma, while more invasive locally, 
is slower growing than rectal adeno- 
carcinoma. Exiension may occur by 
contiguity: superficially along the 
perineum to the scrotum or vulva; 
or deeply into the anal sphincter 
muscles, prostate, and rectovaginal 
septum. Spread is also common 
through lymphatic pathways, but 
blood stream dispersion is rare. 

Metastases are less common and 
less widespread than with adenocar- 
cinoma of the rectum. The liver is 
rarely involved. Lymphatic spread 
may occur anteriorly to the perineal 
and inguinal nodes; posteriorly to 


the perianal, ischiorectal, and retro- 
rectal nodes; and laterally to the 
levator and coccygeus muscles, pel- 
vic peritoneum, prostate, base of the 
bladder, cervix, and broad ligaments. 
Cephalad lymphatic spread to the 
aortic nodes is rare. 

Diagnosis—Pain, often excruciat- 
ing, is an early symptom in almost 
50% of cases. Tenesmus is com- 
mon when the sphincter muscles are 
involved. There is often pronounced 
skin irritation produced by bloody 
discharges. Bleeding is present in 
about half of cases. An anal lump 
may be the only presenting symptom. 

The duration of symptoms before 
the diagnosis is made is_ usually 
longer than with rectal adenocarci- 
noma, varying from one month to 
two years. Operations for anal con- 
ditions, such as hemorrhoids, fis- 
sure, or abscess, immediately pre- 
ceded the diagnosis of squamous- 
cell carcinoma in about 20% of 
cases, indicating the frequency of 
error in diagnosis. Acute abscesses 
were associated in 10% of cases. 

Treatment—Opinion has varied 
through the years concerning the 
best method of management. The 
great preponderance of reports, es- 
pecially recently, condemns irradia- 
tion as a sole method of therapy 
and maintains that the heretofore 
poor survival rates with squamous- 
cell carcinoma are due to deferment 
of radical surgery. 

The plan of therapy recommend- 
ed by those with the largest expe- 
rience consists of [1] radical extirpa- 
tion of the rectum and anus by 
either abdominoperineal resection or 
the combined colostomy and perineal 
excision of Lockhart-Mummery, [2] 
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bilateral inguinal node dissection 
(not favored by all), and [3] irradia- 
tion as an added safeguard (omitted 
by some). Under this three-stage 
plan a five-year survival rate of at 
least 30% can be anticipated. 

It is generally accepted that radi- 
cal resection should be employed for 
large lesions, for tumors which have 
extended to the sphincter muscles, 
for those with inguinal node involve- 
ment, and for lesions above the anal 
verge. However, for small localized 
external lesions at the anal verge, 
without inguinal node involvement, 
external radiation is still used by 


some careful observers who report 
long-term survival rates. 


Rectal Cancer 
FRANK H. LAHEY, M.D. 
Lahey Clinic, Boston 
IN removal of rectal cancers, many 
varieties of operations have been at- 
tempted to avoid what patients often 
unjustifiably most fear—a_ colosto- 
my. Preservation of the anal sphinc- 
ters has been tried by means of low 
pelvic anastomosis, pull-through op- 
erations, extraanal anastomosis of 
the Weir type, implantations in 
which the sphincters are preserved 
but the mucosa is excised, and other 
measures. 

When one talks of operations to 
remove cancer of the rectum and 
preserve the sphincter versus ab- 
doininoperineal removals with colos- 
tomy, the situation can become quite 
confused, since many factors are in- 
volved, such as: 

How fat is the patient? In the short, 


fat man with a large lesion and a dif- 
ficult pelvis anatomically, it is hard, 


sometimes impossible, to obtain a good 
anatomic exposure. 

What is the patient's ability to with- 
stand a trying procedure? 

Where is the lesion in relation to the 
peritoneal-pelvic reflection? Recurren- 
ces are more frequent in lesions below 
the peritoneal fold than in those within 
the peritoneal cavity. 

How far has the lesion extended lat- 
erally along the lateral ligaments and 
the middle hemorrhoidal artery? 

How fixed is the lesion? 

What grade of malignancy is the cans 
cer? This is the chief consideration, 
Any limitation in the extent of removal 
of lesions with high-grade malignancy 
is more disastrous in diminishing the 
five-year survival rate than is limitation 
with lower grades of malignancy. The 
higher the grade of malignancy, the 
greater is the occurrence of downward 
and lateral spread and the greater the 
need for wide and radical excisions 
of upper lymphatics and for wide later= 
al excision of lateral ligaments and 
levators. 

One of our objections to sphinc- 
ter-preserving operations is that, 
with this procedure, it is almost im¢ 
possible not to lean toward limiting 
the radicalism of the operation. We 
cannot conceive of a surgeon doing 
such a procedure, and concerned 
with the blood supply to the colon, 
not inclining in the direction of cau-) 
tion and being a little handicapped” 
by the need to preserve an adequate’ 
length of colon to reach the peri-’ 
neum. We have often found it so” 
difficult to do even the Miles ab- 
cdominoperineal procedure that to 
add the technical step of preserva- 
tion of the sphincters would in some 
cases make it an exceedingly trying 
operation not only for us but for the 
patient. 

We would not feel happy to do a 
less radical procedure than is possible 
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with abdominosacral removal of a 
malignant lesion of the rectum and 
then have the pathologic report of 
the paraffin sections show that the 
lesion was of high-grade malignancy. 
We prefer routinely to do an oper- 
ation which will leave us feeling 
that we have given the patient the 
best chance of surviving five years, 
mo matter what the grade of malig- 
Nancy, what the location of the le- 
sion in relation to the sphincters, 
how far the growth has extended 
laterally along the ligaments, or how 
fixed it is to surrounding structures, 
since only 8 to 9% of the patients 
sUrviving over five years will be lost 
ig a ten-year follow-up. 

In spite of the statements that the 
bOwel can safely be transected 4 to 5 
cm. below a carcinoma of the rec- 
tim, we would not be happy to have 
done such a close transection if post- 
Operative examination showed that 
the carcinoma had penetrated the 
muscularis, in which case it could 
bfeak out literally in any direction. 

We prefer abdominosacral remov- 
al of the rectum by the Miles type 
of procedure and a colostomy for 
all patients with cancer of the rec- 
tum in the curable stage, since this 
procedure fulfills the ideal require- 
ments of a cancer operation. It per- 
mits the high removal of the mesen- 
teric lymph nodes to the level of the 
point where the jejunum becomes re- 
troperitoneal, if necessary. It permits 
wide removal of the lateral ligaments 
and extensive removal of the rarely 
but occasionally involved levators. 

Much of the debate concerning 
the value of operations aimed at 
preserving the anal sphincter would 
be clearer if this operation were dis- 


cussed with more qualifications as to 
when it is indicated. Much of the 
discussion of primary anastomosis 
for intraperitoneal lesions of the low 
sigmoid and rectum is also needless- 
ly confusing. The question as to 
when a primary anastomosis should 
be made in the pelvis is determined 
largely by the level at which the le- 
sion is located, whether above or be- 
low the peritoneal reflection, and 
how radically it can be removed, 
with the decision always in favor of 
a radical abdominoperineal resec- 
tion when there is any doubt as to 
those qualifications. 

We favor abdominosacral resec- 
tion for almost all cancers of the 
rectum not only because it is a more 
radical operation but also because 
it entails fewer complications. 

To preserve anal sphincters with- 
out bowel control is to do an opera- 
tion which inclines to be less radical 
and to be followed by more compli- 
cations, yet does not offer the same 
chance for five-year survival that the 
more radical procedure does. 

Preservation of the anal sphinc- 
ters has little to offer over abdomi- 
nosacral removal and colostomy un- 
less it preserves the sensory stimuli 
that warn patients of the desire for 
defecation. Whether this sensation 
resides entirely within the rectal mu- 
cosa or is related also to the rectal 
muscularis is unimportant; unless 
rectal mucosa is preserved for a 
short distance above the sphincters, 
this function of the rectum will not 
be preserved. 

The sensory apparatus of rectal 
mucosa is so delicate and discrimina- 
tory that it permits an individual to 
distinguish safely between the desire 
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to expel fecal material and the de- 
sire to expel gas. Unless such stim- 
uli and warning sensations can be 
preserved, an operation that im- 
plants the colon in the perineum has 
little if anything more to offer than 
does a perineal colostomy. Of all the 
places to establish a colostomy or, 
even more so, an ileostomy, the 
worst is in the perineum between the 
gluteal folds, a region predisposing 
by gravity in the upright position to 
leakage and, because of its infold- 
ing gluteal skin, difficult to care for. 
If a sphincter-preserving operation 
will hold solids but not liquids, it 
has little if anything to offer over 
a well-established colostomy, which 
will do the same. 

We do primary anastomoses only 
on carcinomas of the colon which 
are sufficiently intraperitoneal so that 
a wide and adequate length of stump 
is available for a safe anastomosis, 
not only from the point of view of 
the suture line but the distance from 
the lesion. In all lesions below and 
immediately above the level of the 
pelvic-peritoneal reflection, we un- 
hesitatingly do abdominosacral re- 
moval with a colostomy. 

It is still too early to say, but 
having experienced for many years 
the difficulties of removing large 
and adherent rectal carcinomas, the 
difficulties with heavy-set individ- 
uals, the added technical difficulties 
of having an adequate amount of 
colon to pull down into the pelvis 
without losing the blood supply, the 
constrictions of preserved sphincters 
on segments of bowel pulled through 
the sphincters with the resulting 
slough, the ineffectiveness of sphinc- 
ters which have been cut, and the 


infections and hemorrhage which 
add to the complications of this op- 
eration, I am convinced that, were 
it possible accurately to compare a 
large series of cases of pull-through 
and sphincter-preserving procedures 
with Miles resection and a colosto- 
my, these newer procedures would 
be found to have resulted in more 
deaths and complications than ab- 
dominoperineal removal with colag- 
tomy and to have lowered five-year 
survival rates. The latter operation 
has stood the test of time. 


Carcinoma of Colon 


LEON GINZBURG, M.D. 
Beth Israel Hospital, 
New York City 


FAILURE to entertain the possibility 
that colonic carcinoma may be the 
source of the patient’s symptoms is 
the cause of much delay in diagno- 
sis of coionic neoplasms. It must 
continually be reemphasized that 
carcinoma of the large bowel is 
common, frequently insidious, and 
variable in its manifestations. 

Diagnosis—Malignant tumors of 
the colon may be considered basical- 
ly as [1] polypoid, producing symp- 
toms as a result of projection into 
the intestinal lumen, [2] infiltrative 
or scirrhous, invading and narrows 
ing the wall of the bowel, or [3] ul- 
cerative, producing inflammatory al- 
terations in and around the growth 
either by bacterial migration or slow 
perforation. Combinations of these 
three types are common and prob- 
ably occur more frequently than the 
“pure” type. 

The polypoid lesions are subject to 
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abrasive and ulcerative action of in- 
testinal peristalsis. As the result of 
these changes, intestinal bleeding is 
quite likely to occur. In mobile seg- 
of the bowel, polypoid tu- 


ments 
mors may also serve as the head of 


an intussusceptum. 

Ihe purely infiltrative type of car- 
CGinoma in classic form, the annular 
of so-called wedding-ring constric- 
tiOn, causes Obstruction as the result 
of rigid encroachment upon the lu- 
men of the bowel. The symptoms 
vary {rom increasing constipation 
aid abdominal discomfort in the 
early stages, through bouts of colic 
frequently accompanied by borbo- 
rygmi, to an apparently sudden, 
c@mplete intestinal obstruction. 

The ulcerative type of neoplasm 
Causes an inflammatory reaction in 
the pericolonic tissues with resultant 
local peritonitic symptoms. In_ the 
proximal right colon, the symptoms 
MAY suggest appendicitis or appen- 
di¢ular abscess and in the vicinity of 
the hepatic flexure have been mis- 
taken for acute cholecystitis. At the 
splenic flexure, a subphrenic inflam- 
mation may with secondary 
sympathetic effusion in the pleural 
cavity. 

In the sigmoid, the manifestations 
ma) with those of di- 
verticulitis, and the differentiation at 
times is very difficult. Prolapse of 
such a loop of sigmoid into the pel- 
vis, in a Woman, not infrequently is 
diagnosed as a lesion of uterine or 
adnexal origin. In men, such lesions 
of the sigmoid and rectosigmoid 
may become adherent to the perito- 
neum covering the superior and 
posterior wall of the urinary blad- 
der. The resultant perivesical inflam- 


occur 


be confused 
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mation may produce urinary symp- 
toms which bulk larger in the pa- 
ttent’s sensorium than the intestinal 
ones. Thus, the possibility of an un- 
derlying colon neoplasm should be 
considered in cases of obscure or 
atypical inflammation in the abdom- 
inal quadrants and in the pelvis. 

In another group of cases, the 
presenting symptoms may best be 
designated as irritative. These con- 
sist of general bowel consciousness; 
transitory episodes of abdominal 
cramps, diarrhea, or pseudodiar- 
rheal movements; feeling of incom- 
plete defecation; and mucoid or 
mucopurulent rectal discharge. 

The great difficulty is often that 
of determining whether the symptoms 
are organic or functional. Persistent 
exacerbation of previous disturb- 
ances Or appearance of such symp- 
toms de novo requires diligent in- 
vestigation; accompanying blood in 
the stool is, of course, of even 
greater significance. 

If the symptoms just outlined seem 
to indicate a colonic neoplasm, four 
means of investigation help verify or 
disprove the diagnosis: [1] system- 
atic, careful abdominal palpation, 
[2] digital rectal and vaginal exam- 
ination, [3] sigmoidoscopy, and [4] 
roentgen examination of the colon 
with a barium enema. The last three 
steps are self-explanatory; the first 
deserves some comment. 

Insistence upon a careful system- 
atic abdominal examination may 
be objected to as emphasizing the 
obvious, or as unrevealing except in 
late stages. Neither of these objec- 
tions is valid. The author has re- 
peatedly found that a mass is pal- 
pable when radiologists refuse defi- 
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nitely to commit themselves on the 
presence or the nature of a lesion. 

Palpation of a mass is not neces- 
sarily evidence of an advanced state 
of a neoplastic lesion. The malig- 
nancy may be only one of the com- 
ponents of such a tumor. Inflamma- 
tory changes in the bowel wall, in 
adjacent epiploid appendages, and in 
adherent adjacent viscera may con- 
tribute a sizable proportion of the 
mass. Fecal contents and intestinal 
spasm directly proximal to the lesion 
may also be components of the pal- 
pable mass. The accuracy of palpa- 
tion can be enhanced by bimanual 
palpation in the flanks and the pel- 
vis and by having the patient breathe 
deeply. 

The condition which most fre- 
quently causes difficulty in differen- 
tial diagnosis is sigmoid diverticulitis. 
In the overwhelming number of cas- 
es, such differentiation is fairly easy. 
However, in a number of cases of 
diverticulitis with secondary inflam- 
matory and fibrotic changes in the 
wall of the bowel, differentiation 
clinically or even at laparotomy is 
almost impossible. In any event, such 
cases usually require operative in- 
tervention. 

Inflammatory conditions around 
the ileocecal region, whether caused 
by appendicitis or regional ileitis, 
may give rise to difficulties. These 
conditions also require operation 
and in cases of doubt the condition 
is best considered as neoplastic. Co- 
litis, general or localized, and colonic 
amebiasis can usually be differentiat- 
ed easily. The incidence of carci- 
noma in chronic nonspecific colitis, 
even of the “healed” type, is con- 
siderable. 
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Operative procedures—The preop- 
erative preparation takes about a 
week and consists of rehabilitation by 
replenishment of protein, electrolytes, 
and vitamins, correction of anemia 
by blood transfusions, administra- 
tion of sparsely soluble sulfonamides 
and antibiotics, and thorough cleans- 
ing of the colon. 

Colonic surgery is now charaec- 
terized by increasingly extensive fe- 
section, the abandonment of routine 
multiple-stage procedures, and the 
substitution of primary resection apd 
anastomosis. 

In lesions of the cecum, the &s- 
cending colon, and proximal porti@n 
of the transverse colon, the opefa- 
tion consists of a right hemicoléc- 
tomy and the resection of about 1” 
ft. of terminal ileum together with 
the corresponding mesentery and 
mesocolon. The continuity is reestab- 
lished by ileotransverse colostomy 
by a side-to-side or end-to-side ana@s- 
tomosis. 

In lesions located between the left 
third of the transverse colon afd 
the upper portion of the sigmoid, fe- 
section is carried from the transvefse 
colon to the midsigmoid with reés- 
tablishment of continuity by end-to- 
end anastomosis between transverge 
colon and sigmoid. In lesions of the 
midtransverse and midsigmoid zon@s, 
adequate segmental resection with 
end-to-end anastomosis is _ per- 
formed. In the lower third of the 
sigmoid, so-called anterior resection 
with anastomosis of sigmoid to up- 
per rectum is the operation of 
choice. 

In cases 


uncomplicated by ob- 
struction or the severer types of peri- 


colonic infection, such _ resections 
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and anastomoses can safely be ac- 
complished in one stage. Some sur- 


geons add a complementary tube 
cecostomy as a safety valve. After 
withdrawal of the tube such cecos- 
tomies close spontaneously and are, 
therefore, considered one stage pro- 
cedures. 

Because of its success and sim- 
plicity in the uncomplicated case 
of carcinoma, there is danger that 
primary resection may be used rou- 
tinely where the development of 
complications makes employment of 
the measure much more hazardous. 

All are agreed as to the necessity 
of preliminary decompressive pro- 
cédures in acute complete obstruc- 
tiOn of the colon. In obstruction of 
the right and transverse colon, when 
resection is to be followed by an 
il€ocolic anastomosis, sufficient de- 
compression can almost always be 
Obtained by peroral intubation, pref- 
efably with a Harris or Cantor tube, 
When the ileocecal valve is incom- 
pétent. In my experience, however, 
it is unwise to depend upon this 
method alone to relieve obstruction 
in the distal segments of the colon 
When anastomosis between two seg- 
ments of colon is contemplated. 

When an intestinal tube cannot 
be passed in right colon obstruction, 
a cecostomy is performed through a 
right McBurney incision. Similarly, 
for obstruction up to the splenic 
flexure, an exteriorizing type of ce- 
costomy is used. In obstructions dis- 
tal to the splenic flexure, a double- 
barreled colostomy is done in the 
right transverse colon. In all such 
second-stage resection 
performed in 


instances, a 
and anastomosis is 
about two weeks. 
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Lesser degrees of obstruction can 
frequently be controlled by the pre- 
paratory regime outlined above, so 
that a one-stage procedure becomes 
possible. In some borderline cases, 
however, though the obstruction is 
not complete, the colon is not suf- 
ficiently decompressed by these pro- 
cedures to permit safe primary co- 
lonic anastomosis. If the obstructing 
lesion is in a mobile segment of 
bowel, an obstructive resection may 
at times be the best solution of the 
problem. If the lesion is in a fixed 
segment or low in the sigmoid, it 
may be wiser to perform a prelim- 
inary colostomy in the right trans- 
verse colon. 

When infection is present in and 
around the neoplasm, the indication 
for a preliminary colostomy depends 
upon the severity of the process. 
The cases with minor infection will 
respond to antibiotic therapy. How- 
ever, with a large tender mass, a sep- 
tic type of fever, and the possibility 
of adhesion of adjacent viscera, pre- 
liminary colostomy in the transverse 
colon is probably the best treatment 
to use. 

The operation of obstructive re- 
section, though much more rarely 
indicated than a decade ago, still 
has a place and is at times the best 
way out of a dilemma when, in spite 
of supposedly adequate preparation, 
the proximal bowel is found at op- 
eration to be more distended than 
anticipated. At times an obstruction 
resection is indicated when multiple 
procedures must be performed. The 
operation also is useful for poor risk 
patients when the neoplasm is in a 
mobile or easily mobilized segment 
of bowel. 
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Care of Colostomy 


FREDERICK B. CAMPBELL, M.D., AND 
WILLIAM C. SCHAERRER, M.D. 


St. Luke's, St. Mary’s, and Research 
hospitals, Kansas City 


THE standardization of the care of 
the colostomy is as impossible as 
the standardization of individual 
persons. Our duty is to teach the 
fundamentals, then let each patient 
work out the plan best suited to his 
mode of living. 

Irrigations are instituted before 
leaving the hospital. Some prefer the 
irrigation at night, others use it only 
every other day, while a few have 
such perfect function that evacua- 
tion occurs only at set intervals and 
no irrigation is necessary. 

A sufficient amount of water must 
be injected into the colon at one 
time to fill the cecum at least par- 
tially if complete emptying is to be 
attained. To do this, it is necessary 
to prevent water from escaping from 
the stoma until the desired amount 
is injected. 

The escape of water can be 
stopped by a simple device made by 
inserting a No. 18 or 20F catheter 
through a piece of rubber with a 
diameter of 3 or 4 in., cut from an 
automobile tire inner tube. The 
catheter is inserted 2 or 3 in. only. 
The rubber disk is pressed against 
the stoma, preventing the escape of 
the water from around the catheter 
until the desired amount is injected. 

Another means of control is to 
insert the catheter through the tip 
of a large nursing nipple. This de- 
vice is used in the same manner. A 
urinal is quite satisfactory for col- 
lection of the discharge. These sup- 


plies are cheap and easily obtained. 

The bulk of the injection usually 
returns in a short time. Those who 
retain a portion of the solution 
longer may avoid inconvenience and 
loss of time by wearing a medium- 
to large-sized plastic bowl cover 


Irrigation of the colon 


containing a coil of cellucotton. This 
is discarded after one-half to oné 
hour. A spot of petrolatum jelly on 
a cleansing tissue is placed over thé 
stoma, then a small plastic bowl 
cover is placed over that and held 
in place by an elastic belt—the “two- 
way stretch” girdle for women and 
a wide elastic band supporter, such 
as the so-called bracer royal, for 
men. 

A colostomy irrigator with a 
closed system that is clean and con- 
venient is available and is satisfac- 
tory to many. 
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Infected Pilonidal Sinus 


CHARLES EVANS POPE, 


M.D. 


St. Francis Hospital, Evanston, Il. 


tissue, an embryonic 


PILONIDAI 
invaginated ectodermal remnant over 
the sacrococcygeal area, frequently 
Becomes infected or abscessed and 
$inused in early youth. Otherwise, 
it remains merely a_ simple skin 
dimpling with a buried subcutaneous 
core of ectodermal structure. 

Local trauma, coincidental to ac- 
tive military life, gave rise to a high 
incidence of infected pilonidal sinus- 
¢8 during World War II. Because of 
the ensuing prolonged debility, the 
COndition is an important medical 
problem in the military service. 

Faced with large numbers of pilo- 
Midal sinuses to cure as expeditiously 
ag possible during World War Il, 
I devised an operation consisting 
Of a block excision of the infected 
tigsue, followed by a sliding gluteus 
maximus muscle graft from the side 
oVer the excision defect. The technic 
was applicable in most cases en- 
countered and has also effected rapid 
refovery and cure in civilian prac- 
tice. The operation was described in 
Archives of Surgery, June 1946, 

In a pilonidal sinus operation, 
cure depends entirely upon complete 
excision of all pilonidal tissue. Re- 
covery of the patient hinges on 
management of the wound. If clos- 
ure and primary healing can be ob- 
tained, as with this operation, 
obviously weeks and months of con- 
valescence are saved. 


Considering the pathology and 
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pathogenesis of infected pilonidal 
sinus, One might surmise that the 
surgical treatment and cure would 
be simple, as long as excision is com- 
plete and wound closure effected. 
However, location of the lesion over 
the sacrococcygeal region, the pres- 
ence of sacral fascia as a wound 
base, and the fact that the tissue it- 
self is infected or potentially infect- 
ed, are factors responsible for many 
failures in other surgical methods. 
Recurrence of pilonidal sinus de- 
pends totally upon unexcised pi- 
lonidal tissue. 

The infected stage—For the non- 
infected pilonidal tract with telltale 
dimples and symptomless tissue, sur- 
gery would be promiscuous and un- 
warranted. Surgery is necessary for 
an infected pilonidal sinus, since, 
after the acute or subacute onset, 
chronic infection invariably persists 
with not infrequent recurrent acute 
or subacute flare-up, extension of in- 
fection, and symptoms. 

Thus we may initially see the sub- 
cutaneous signs of the inflammation, 
which usually progress rapidly to 
frank abscess and pus accumulation 
with pain and swelling over or near 
the sacrococcygeal area. Careful ex- 
amination reveals dimples, and inci- 
sion may show a nest of curly matted 
hairs. When an extension of abscess 
has occurred from recurrent inflam- 
matory attacks, the findings may be 
confusing, since no hairs or dimples 
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may be immediately manifest and, 
when remote from the sacrococcyg- 
eal area, the abscess or sinus may 
resemble a fistula-in-ano, a simple 
furuncle or carbuncle, osteomyelitis, 
or some other embryologic defect in- 
volving the lower meninges. 
Pericoccygeal involvement may 
Occur and postanal sphincteric ex- 
tension is frequent. Such extensions 
are for the greater part inflammatory 
and invariably can be traced to the 
primary offending pilonidal tissue, 
usually confined more or less to a 
few centimeters’ distance superiorly, 
inferiorly, and laterally from the 


sacrococcygeal median raphe area. 

Block excision—Injection of the 
tfact by dye as an operative aid is 
never complete, since even micro- 
s€opically the tract cannot with cer- 
tainty be completely visualized. True 


récurrence takes place and depends 
GAtirely upon ectodermal cells re- 
Maining unexcised, whether follicu- 
lar, sebaceous, or merely the tufted 
efid of the grapelike structure. Wide 
block excision assures complete ex- 
cision. Dissection remains too hap- 
hazard in comparison. 

Improper methods and their im- 
ptoper conclusions—Block excision 
afd subsequent wound closure should 
néver be attempted until all signs of 
acute and subacute infection have 
subsided. Nor should wound closure 
be attempted which will result 
in abnormal tissue tension or leaves 
a dead space against the sacral fas- 
cia. This invariably occurs when 
skin and fatty tissue are pulled 
across the postsacral wound in so- 
called simple closures. Serum or 
blood, and later, pus are apt to 
occur subcutaneously. 
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Drainage or partial grafts and 
flaps are all varying attempts to 
overcome these difficulties and, too 
often, are merely compromises to a 
surgical insult. That wound healing 
does transpire in many such in- 
stances should be thought a phenom- 
enon of nature rather than the 
accepted rule. Nor is the prevention 
of skin sinus of primary importance. 
It is, too often, only a partial an- 
swer to any method that does not 
meet the problem completely. 

Gluteus maximus muscle sliding 
graft closure—The author’s opera- 
tion follows a block excision of the 
infected pilonidal sinus and effects 
a supple wound closure in all cases 
by a sliding graft of laterally split 
gluteus maximus ‘muscle tissue, with 
its superimposed fascia, subcutane- 
ous fat and skin, attached and intact, 
across the sacrococcygeal wound. 
This preferably is unilateral, but in 
extensive cases may be bilateral. 
Some authors reporting on the op- 
eration prefer the bilateral graft 
closure. 

Surgical principles are sound in 
that: [1] A wide block excision pre- 
cedes the closure operation; [2] sup- 
ple closure is secured without tissue 
tension in all cases no matter how 
extensive; [3] the dead postsacral 
space is filled with muscle tissue; 
[4] healing is more rapid because of 
the muscle graft; [5] the muscle 
bathes the potentially or actually in- 
fected area and permits efficient ac- 
tion from antibiotics and sulfona- 
mide therapy postoperatively; and 
[6] last but not least, the operation 
places a pad of tissue over an other- 
wise too denuded and unprotected 
sacral wound area. 
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Inflammation and Infection 


Diverticulitis of Colon 


CURTICE ROSSER, M.D. 
University of Texas, Dallas 


DIVERTICULOSIS may Occur in any 
portion of the intestinal tract. The 
disease is found in both the small 
and large bowel on the mesenteric 
border near the perforating arteries. 
In the small bowel, diverticula are 
more common in the duodenum, 
and hemorrhage and perforation oc- 
casionally can occur. 

Diverticula may be found in any 
area of the colon, although the left 
colon is more often involved and is 
the site of nearly all the complica- 
tions. The lesion is not believed to 
be congenital, as it is uncommon up 
to the age of 35, becoming more 
frequent after 45, and showing no 
increase after the age of 65. The 
accumulation of roentgenologic data 
since 1914, when the lesion was first 
revealed by roentgenogram, supports 
the theory that the condition is ac- 
quired and has increased our knowl- 
edge concerning the various compli- 
cations, chiefly inflammatory, which 
appear in approximately 15% of 
cases of diverticulosis. 

In spite of the efficacy of the 
barium enema, however, and the in- 
formation which can be gained by 
sigmoidoscopic examination, diag- 
nostic problems continue to arise 
when a distinction is being made 
between carcinoma of the colon and 
peridiverticulitis with tumefaction or 
when both lesions are found in com- 


bination. The roentgen picture with 
diverticulitis shows a long lesion 
with fusiform ends and the presence 
of diverticula, as contrasted with 
the typical findings when a malig- 
nant process is present—a_ short, 
fixed deformity resembling an apple 
core. 

Sigmoidoscopic examination of af 
individual with diverticulitis can be 
expected to demonstrate sacculation, 
immobilization, and angulation of 
the lower sigmoid and, rarely, the 
open stoma of a diverticulum. 

Medical opinion concerning integ- 
tinal bleeding in individuals with 
diverticulosis or diverticulitis has 
changed many times. Years ago m@a- 
jority opinion held that bleeding 
could not occur from such lesiofis 
and that when a patient known fo 
have peridiverticulitis of the colon 
had bleeding, it was prima facie ev 
dence that a malignant process was 
present, probably engrafted upon 
the diverticulitis. Later the pendulum 
swung to the extreme opposite 
view, and the detection of divert 
cula was believed to explain any ine 
testinal bleeding immediately. 

Our present attitude is a compro- 
mise between these two opinions. I 
am still convinced that these lesions 
can be solely responsible for intes- 
tinal hemorrhage, particularly of 
the massive spontaneous type. On 
the other hand, we must be cautious 
in accepting diverticulosis as the 
cause of any bleeding, particularly 
the frequent passage of small amounts 
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of blood or blood-stained mucus, 
without careful and repeated roent- 
gen-ray examination of the colon. 
Bleeding of this latter type may sig- 
nal the presence of a polypoid or 
papillomatous neoplasm difficult to 
demonstrate by barium enema. 

In spite of the helpful diagnostic 
procedures, | find that several cases 
afe encountered every year in which 
the diagnosis must finally be made 
by the pathologist after excision of 
the mass. Surgical intervention for 
the treatment of diverticulitis actual- 
ly originated in a series of erroneous 
diagnoses resulting from the resem- 
blance of this lesion to cancer. Lord 
Moynihan of Leeds, in 1906, report- 
ed 6 persons upon whom he had 
Operated with the expectation of 
fifding malignant disease of the 
CGlon. Subsequent examination of 
the specimens or the after history 
showed that the diagnoses had been 
imforrect in 4 and that the 
leSion was due to a perforation of a 
“false diverticulum.” 

This difficulty is partially respon- 
sible for the present tendency to use 
regection, in one or two stages, of 
a ‘tumefaction presumably caused 
by diverticulitis. Also surgeons not 
infrequently find that long periods 
of drainage of the bowel by a colos- 
tomy proximal to the inflammation 
are not sufficient to correct the irre- 
versible changes which frequently 
occur in the colon. 

In the presence of acute infection 
such as abscess or perforation, a tem- 
porary colostomy should 
be done, coupled with drainage of 
the left paracolic gutter. This step 
should usually be followed by resec- 
tion and anastomosis of the involved 


Cases 


transverse 
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bewel at a later stage. If the condi- 
tion is quiescent when surgery is 
contemplated, the lesion can be ex- 
tirpated in one stage if proper prep- 
aration of the bowel has been made, 
including the use of sulfonamides 
and antibiotics for at least a week. 


Nonspecific Ulcerative Colitis: 
Medical Therapy 


BURRILL B, 


Columbia University, 
New York City 


CROHN, M.D. 


THE treatment of nonspecific ulcer- 
ative colitis poses a difficult problem 
to the practitioner. 

The acute fulminating phase of 
the disease, a phase being seen with 
increasing frequency, is a most se- 
rious malady, very hard to combat 
and with a high mortality. The 
chronic form unfortunately has a 
great tendency to recur, with re- 
currences sometimes spaced as long 
as twenty years apart. A direct per- 
manent acquired immunity to the 
disease does not seem to exist, yet a 
material percentage of patients are 
so improved, or so-called cured, that 
good health and weli-being are re- 
stored for a long period of time. 

The therapy of patients with 
chronic recurrent nonspecific ulcer- 
ative colitis is, in general, supportive. 
Measures include repeated transfu- 
sions, intravenous injections of plas- 
ma, or, even better, intravenous 
injections of . hydrolyzed protein 
products, of which many are on the 
market. Replacement of the de- 
pleted protein reserves of the body 
is very important, since the diarrhea 
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washes the normal digestive prod- 
ucts out of the intestine and gives 
rise to a relative and absolute hy- 
poproteinemia. 

The anemia ard vitamin depletion 
call for replacement, but the admin- 
istration of the vitamins by mouth 
in the presence of violent diarrhea 
defeats the purpose. Intramuscular 
injections of crude liver extract and 
vitamin B complex represent a sure 
method of replacing essential vita- 
mins. Dosage of these ingredients 
should be | to 2 cc. of each, the in- 
jections being repeated every day 
or every alternate day. 

Specifically we should like to feel 
that the sulfonamides, particularly 
the insoluble forms, would act as 


bacteriostatic agents and overcome 
intestinal infection. Many cases seem 
to react specifically to sulfonamide 
preparations. Succinylsulfathiazole in 


doses of 0.25 gm. per kilogram of 
weight or phthalylsulfathiazole, 0.1 
gm. per kilogram of weight, should 
be tried, and persistently tried, in 
every case. These drugs are rela- 
tively insoluble in the intestinal tract, 
are with rare exception nontoxic, and 
can be administered over a long 
period of time, perhaps for months. 

Penicillin is useless in ulcerative 
colitis. Streptomycin by mouth or 
by injection has failed to show any 
beneficial effect in the chronic afe- 
brile type of the disease. 

For the afebrile type of ulcerative 
colitis, indolent and protracted, with 
diarrhea, loss of weight, and second- 
ary anemia, the best attack in my 
experience is nonspecific shock pro- 
tein therapy. For this purpose I 
utilize typhoid vaccine, giving an 
intravenous injection of 50,000,000 
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bacteria every fifth day, increasing 
successive doses by 25,000,000. The 
vaccine should be injected intra- 
venously, should produce chill and 
abrupt rise in temperature, but should 
allow a rapid decline of the tempera- 
ture to the normal base line within 
twenty-four hours. This form of 
therapy is strikingly successful in a 
large proportion of the cases. 

As for diet, I am exceedingly leni- 
ent, allowing the patient everything 
except roughage. Raw fruits and 
vegetables must be excluded, but 
apart from that, any food which 
will tempt the appetite is permissible, 
The only exception would be the ré- 
striction of milk for patients known 
to be allergic to milk products. 

Patients with the acute fulminat- 
ing, severely toxic, febrile forms of 
the disease must be maintained with 
liberal intravenous therapy and 
transfusions. Sulfonamide prepara- 
tions should be tried but are not 
usually successful. Streptomycin givés 
very promising results in cases Of 
acute toxic ulcerative colitis. Dosage 
is 0.5 gm. intramuscularly every six 
hours for five to eight days. The 
results are often striking. Theoreti+ 
cally, streptomycin by mouth should 
be efficacious, since it is not absorbed 
in the intestinal tract and should act 
as a local antibiotic. Many cliniciang 
give both oral and intramuscular 
streptomycin. 

Of all the antibiotics, chloram- 
phenicol by mouth seems to be the 
best, at least at present, in chronic 
ulcerative colitis; S500 mg. or 
more four times a day, in capsule 
form, may be continued for a full 
week and then be followed by 
phthalylsulfathiazole by mouth. This 
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alternation of antibiotics may be 
continued ad infinitum. 

ACTH shows immediate favorable 
results in ulcerative colitis. A state 
of euphoria is easily approached; 
temperature may fall to normal; and 
the bowel movements become less 
frequent. This apparent improve- 
ment may last two weeks or more 
depending upon the size of the dos- 
age but all the improvement is im- 
mediately lost as soon as the drug 
is discontinued. 


Ulcerative Colitis: 
Surgical Therapy 


HENRY W. CAVE, M.D. 


Columbia University, 
New York City 
THe etiology of ulcerative colitis 
continues to be unknown. Is this a 
Systemic disease in which inflamma- 
tion of the colon is a final phase, or 
is it primarily a colonic lesion with 
resultant systemic manifestations? In 
amswer one can say that it is im- 
pressive how vigorous and well these 
patients remain after all the diseased 
bowel has been removed. 

Experience shows clearly that our 
Mistakes were invariably due to 
an overconservatism-——ever trying to 
preserve involved bowel, diverting 
ileal contents from diseased colons, 
in hope that rest, time, and some 
new drug would allow reestablish- 
ment of the fecal stream. Pursuing 
this conservatism, we have seen the 
colitis steadily progress, and malig- 
nancy sprout, whether in the divert- 
ed colon or in the dangerous remain- 
ing rectal segment. 
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Similarly, our group of patients 
with predominantly left-sided dis- 
ease has been instructive. Influenced 
by the barium enema roentgenogram 
showing a relatively normal right 
colon, we have performed transverse 
colostomies which time has proved 
unwise. 

Another phase of our conservatism 
has been in reuniting the ileostomy 
with the remaining rectosigmoidal 
segment. Latent disease has flared 
and, by contact, has traveled up the 
small bowel with disastrous results. 
We have a sizable number of cases 
in which various segments of the 
small bowel are involved in conjunc- 
tion with portions or all of the large 
bowel. Saving slightly diseased bowel 
proves to be disastrous in the long 
run. It is interesting to note how 
often preoperative roentgen studies 
seem to show that the terminal ileum 
is involved when, at operation, with 
the benefit of microscopic studies, 
the terminal ileum is found entirely 
free of disease. 

Revolutionary changes have tak- 
en place in the surgical treatment of 
ulcerative colitis during the past 
quarter century. As long ago as 1898 
Dr. Howard Lilienthal of New York 
removed the entire colon of a 25- 
year-old woman. He performed il- 
eostomy and at a later date restored 
the continuity of the bowel by doing 
an ileosigmoidostomy end to end. 
The outcome was successful; the 
patient lived to the age of 66 and 
died of heart failure. 

In the intervening fifty years ap- 
pendicostomy and colostomy were 
used with the idea of sterilizing the 
interior of the bowel by irrigation 
and antiseptics. These two maneu- 
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vers not only proved unsuccessful, 
but were a hindrance when other 
surgical procedures had to be inaug- 
urated. 

For a good many years ileostomy 
alone was thought to be curative. 
Then it became evident that when 
the colon was not removed, perfora- 
tions occurred, sepsis continued, and 
malignancy developed. Some fifteen 
years ago, removal of the colon and 
rectum was done in three stages: 
first, ileostomy; second, subtotal co- 
lectomy; and third, proctectomy. 

In a good many instances the rec- 
tum was not removed, in the hope 
that some curative agent would be 
discovered to restore this segment 
and warrant the taking down of the 
ileostomy and insertion into the 
rectal pouch. As we know, in 90% 
of cases ulcerative colitis starts in 
the rectum, in the other 10%, the 
disease starts in the right or trans- 
verse colon. 

Ileocolonic anastomosis certainly 
in our hands has not proved success- 
ful. We have seen too many in- 
stances in which the disease has trav- 
eled from the rectum into the small 
bowel with ensuing death. Ileal-anal 
anastomosis in the hands of Ravitch 
has proved successful in about 60% 
of cases. 

When ileostomy was being per- 
formed as a preliminary stage, the 
colon was often not removed for 
many years; this proved disastrous, 
because frequently an exacerbation 
of the disease would occur in the 
remaining colon and cancer devel- 
oped; in our series this happened 
in 15%. 

Vagectomy 


has been 


employed 
for the cure of idiopathic ulcerative 
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colitis. In my opinion there is no 
physiologic explanation to justify 
this procedure, and the complica- 
tions of vagectomy, although not 
frequent, are such as to contraindi- 
cate its promiscuous use. Finally 
there exists the danger that by doing 
vagectomy, we may only relieve the 
symptoms and allow the disease to 
advance unnoticed to a critical stage. 
With our present knowledge that 
carcinoma occurs in diseased colons 
and that the percentage of cancér 
increases with the duration of the 
disease, the danger to the vagecto 
mized patient is obvious. 

When ulcerative colitis reaches @ 
stage in which the colonic mucous 
membrane is ulcerated, friable, and 
infiltrated with lymphocytes and 
plasma cells, the bowel itself is 
shortened, tubular, and pouring 
forth pus and blood, and the patient 
is septic, anemic, and emaciated, We 
believe that surgery is not only if- 
dicated but essential. 

Up to September |, 1951 we had 
done ileostomies in 92 instancés 
with 13 deaths, a mortality rate of 
14%. We have carried out subtotal 
colectomy in 70 cases with 8 deaths, 
a mortality rate of 11%. Abdoming 
perineal resection was done in 28 
instances with no deaths. The total 
number of patients operated upom 
was 140, and the total number of 
deaths was 26—an over-all mortal- 
ity of 18%. On these 140 patients, 
278 surgical procedures were carried 
out, making the procedure mortal- 
ity rate 9%. 

To recall earlier experiences, we 
had an excessively high mortality 
rate when we operated in the acute 
fulminating stage, particularly when 
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hemorrhage was a factor. Over half 
of our first 13 patients given ileosto- 
my in the died. This 
mortality rate was prohibitive and 
we sought aid from the internists. 
Ihe result was simple. We would 
not operate unless the patients were 
in better condition. Upon rallying all 
SsUpportive measures to the aid of 
these critically ill patients, the ma- 
jority were tided over into a chronic 
phase and the over-all mortality was 
greatly 

However, a sizable minority re- 
mained who, in spite of all sup- 
portive measures, succumbed in the 
fulminating phase. It is on this group 
that attention has been focused in 
regent attitude has be- 
come quite bold. We are convinced 
that not only earlier but also more 
c@mplete surgery can be successful- 
ly carried out in such cases, thereby 
considerably lowering the mortality. 

A valuable therapeutic aid for 
thése paiients may be ACTH or cor- 
tigone, but we have not yet had a 
laFge experience with these promis- 
ing agents. We have, however, noted 
relief of 


acute stage 


reduced. 


years, our 


a pronounced temporary 
symptoms following the use of Ban- 
thine. 

We would like to emphasize the 
nécessity of operative inter- 
ference. In so doing, we fully realize 
the indefinite line that exists between 
the early which recovery 
occurs and which, therefore, are not 


earlier 


cases In 


ulcerative colitis, and those that go 
on to the classic disease. Once a me- 
ticulous study nas been carried out, 
ruling out other possibilities such as 
amebiasis, and the diagnosis of ul- 
cerative colitis is made, the problem 


is a surgical one. 
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If surgery is decided upon, we 
question whether there is a place 
for ileostomy alone. Our experience 
tends to point to ileostomy and re- 
section in one stage, not only in 
the chronic, but also in the acute 
fulminating phase. In a small but 
impressive group of 6 patients who 
were desperately ill, we performed 
colectomy where, in former days, 
we would have done ileostomy alone 
and would have believed more sur- 
gery at that time a sure fatality. 

In recent years, the sulfonamides 
were thought to be of help in partly 
controlling this disease. We had 
hoped the antibiotics would prove 
beneficial, but this has not been the 
case. It is true that certain antibi- 
otics will sterilize the fecal stream, 
but they have no clinical value 
when the disease is established in the 
wall of the colon. 

Many are the instances in which, 
for the patient to survive, the an- 
noyance of ileostomy must be en- 
dured. 


Care of lleostomy 


JACK RUTHBERG, M.D. 
Mount Sinai Hospital, 
New York City 


Goop postoperative care is often 
hindered by poor preoperative plan- 
ning. The success of the ileostomy 
depends on the skill of the surgeon 
and the careful preparation of the 
patient, medically, anatomically, and 
psychologically. 

The ileostomy 
so that the appliance used does not 
interfere with ambulation and func- 


should be placed 
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tion. The opening must be away 
from the waistline, neither so high 
that it hampers bending nor so low 
that the symphysis pubis interferes 
with the fit of the bag. The site 
should be away from the midline, 
because this area is conspicuous and 
is prone to trauma. The right lower 
quadrant is the best location, about 
halfway between the umbilicus and 
the superior anterior iliac spine, and 
midway between the level of the 
umbilicus and symphysis pubis. 

Single-barrel ileostomy is the type 
of choice. A skin-graft ileostomy is 
bulky, prone to obstruct, and un- 
comfortable. The graft seems to act 
like a rigid ring and, if edema of 
the ileal end occurs, causes constric- 
tion and even necrosis. Patients who 
have had a skin-graft ileostomy re- 
vised to a regular single-barreled 
type have been emphatic in prefer- 
ence of the latter. 

Postoperatively, with the catheter 
still in the ileum, the skin is pro- 
tected by gauze fluffs and doughnut 
packs for several days, allowing the 
surgeon to inspect the wound and 
the ileum often. As soon as the ileos- 
tomy begins to function, a rubber 
sheet may be cut out to fit the skin 
around the stump. 

The various protective greases, 
powders, and patent concoctions are 
of little avail, as the ileal discharge 
seems to strip away the protective 
coating with ease. The best of these 
agents seems to be a good grade of 
rubber cement containing some min- 
eral oil and a little zinc oxide. This 
may be spread liberally around the 
area and allowed to dry and is easi- 
ly removed with benzine. 

Ry the fourth day, the patient is 
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fitted with a temporary appliance 
that has at least an extra centimeter 
in the diameter of the opening to 
prevent compressing the stump. A 
wire frame type is useful at this 
time. By the eighth day, a new rub- 
ber disk may be cut, allowing extra 
space, but usually smaller than the 
first. The appliance may be glued to 
the skin and the patient should now 
be out of bed and helping himself 
somewhat. 

From a survey of a large group 
of ileostomy patients, we have found 
that morale is at its lowest point at 
this stage. The initial pain has worn 
off and the patient has just begun to 
grasp the full extent of his condi- 
tion. Such words as “shocked,” 
“horrified,” and “stunned” are used 
to describe their emotions, even 
though careful preoperative expla- 
nation has been given of exactly 
what the operation will mean. At 
this time, another patient who is 
ambulant and has an ileostomy is of 
the greatest value. The sight of one 
who has gone through the ordeal 
and is walking about with a per- 
fectly normal outward appearance 
is the best medication for the 
wounded psyche. 

All too often at this point the pa- 
tient is left to his devices by the 
surgeon who feels that his work is 
done. However, it is just here that 
postoperative care is needed most. 

The hospital stay for the ileos- 
tomy patient averages sixteen to 
twenty-one days. Before discharge 
from the hospital, the patient should 
be carefully fitted with a rubber ad- 
hesive type of bag. This should be 
of the modern type with a rubber- 
covered metal disk, supported by a 
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small belt, a rubber bag of about 
10-0z. capacity, and equipped with 
a dependable valve. Most valves are 
poorly designed and cheaply made. 
A well-designed valve is needed that 
will not leak under stress and not 
slip under strain; furthermore, the 
valve must be easy to open and 
Close so the appliance may be emp- 
tied and cleaned several times a day. 

Rubber cement is first applied to 
the face of the rubber diaphragm 
of the disk and set aside to dry. The 
patient should sit astride the toilet, 
well back on the seat so that any 
ileal discharge will drip into the 


bow!. The best time for changing 
the bag is before breakfast. 

The skin is first cleaned with cot- 
ton balls and benzine. Care is taken 
to clean around the edge of the ileos- 
tomy, particularly the skin juncture. 


A 4-by-4 or 4-by-8 in. pad of gauze 
SOaked with soap containing hexa- 
Chlorophene is used to clean the 
benzine from the skin; this is fol- 
lowed by a water rinse. Next, 70% 
alcohol containing a little formalde- 
hyde solution is applied with cotton 
balls to the skin. This is wined dry 
With a cotton ball, and rubber ce- 
ment is applied to the skin around 
the ileostomy stoma, making sure 
that no area is left uncovered. After 
one minute, the bag is carefully 
centered and pressed down around 
the ileostomy stoma. A tight, water- 
proof joint results, which lasts at 
least forty-eight hours. This whole 
procedure is accomplished in less 
than thirty minutes. 

During the day, the bag is cleaned 
by emptying and then pouring wa- 
ter into the end until the return is 
clear. 


The patient must be seen at 
monthly intervals for three months 
after discharge from the hospital, 
and then once every six months. A 
quick follow-up is not enough, as 
the patient has many problems re- 
quiring detailed answers. I have 
found group therapy most helpful. 
The patients meet once a month 
and discuss their problems freely 
and openly. 

As a group, our patients are thus 
restored to about 95% of social and 
physical function. 


Anal Fissure 


J. PEERMAN NESSELROD, M.D. 
Northwestern University, Chicago 


THE doctor who assumes responsi- 
bility for the care of a patient with 
anal fissure should understand fully 
the pathogenesis of the lesion, the 
surgical treatment indicated, and the 
necessity for persistent and meticu- 
lous postoperative care. 

The primary cause of anal fissure 
is anal infection. The anatomic struc- 
tures involved in anal infection are 
the anal crypts, ducts, and glands 
and the neighboring blood vessels 
and lymphatics. 

Stage 1—During defecation, fecal 
particles are caught or trapped by 
one or more anal crypts (Fig. 1a). 
Bacterial organisms thus have an 
opportunity to enter first the anal 
ducts, which open into the deepest 
portion of the anal crypt, and then 
the anal glands. Neither trauma nor 
“cryptitis” is an essential factor in 
anal infection. The anal crypts, 
ducts, and glands provide portals of 
entry into the anal tissues. 
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d 


Fig. 1. Role of anal infection in anal fissure; diagram- 
matic coronal sections illustrating: [a] Stage I. Infectious 
material trapped by an anal crypt and guided into the at- 
tached anal ducts and glands. [6b] Stage II. Invasion of 
perianal tissues. [c] Stage III. Dissolution of anal skin 
resulting in anal ulcer (anal fissure). [d] Anal fissure ac- 
companied by enlarged anal papilla near the proximal bor- 
der and a sentinel tag at the distal border. 


Stage Il—Very little edema is 
required to occlude the tiny anal 
ducts, resulting in retention of in- 
fectious material within the ducts 
and attached glandular structures. 
Invasion of the perianal and perirec- 
tal tissues can occur either directly, 
from rupture of the gland-duct struc- 
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ture, or indirectly by way of the 
lymphatics and blood vessels which 
are intimately related to the anal 
ducts and glands (Fig. 15). 

Stage I1l]—Once infectious mate- 
rial has gained entrance to the per- 
ianal tissues, infection can occur 
either superficially or deeply, de- 
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pending upon anatomic variations in 
the affected structures. Localization 
of the process superficially in the 
subcutaneous tissues of the anal wall, 
usually the posterior wall, is likely 
to be followed by dissolution of the 
overlying anal skin. The lesion thus 
established is a true anal ulcer 


(Fig. Ic). 


acute, inflammatory, cryptic disease 
which is commonly observed is prob- 
ably a secondary process following 
a retrograde flow of purulent mate- 
rial from an anal abscess. 

Liquid bowel content can enter 
an anal pocket more readily than 
can material from a_ well-formed 
stool. This explains the anorectal se- 


Fig. 2. Excision of posterior anal fissure; multiple cryptotomy; patient in 
prone position. la] N. D. Smith operating anoscope in position; hooked probe 
used in exploration of underlying anal crypt; dots indicate line of incision. 
1b] Incision completed; dots indicate lines of excision, which include sentinel 
tag and enlarged anal papilla. [c] Excision of fissure completed. [d} Multiple 
cryptotomy completed; all wounds carried beyond anal verge; sphincteric mus- 


cle fibers clearly visible in each wound. 


Here, as in other inflammatory 
processes, such variable factors as 
virulence of the invading organisms 
and resistance of the tissues of the 
host are significant. 

In all probability no such thing 
as a primary “cryptitis” exists. The 
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quelae of diarrheal disease and the 


vicious cycle established by the 
abuse of oil or laxatives. The failure 
of a true anal fissure to heal spon- 
taneously or to respond to palliative 
treatment is due to the inexhaustible 
supply of infectious material which 
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is guided into the tissues underlying 
the lesion. 

Symptomatology—Pain with and 
following stool is the chief symptom 
of fissure. Bleeding is common but 
is only slight. The patient may at 
first tend to delay defecation to avoid 
the concomitant pain, then resort to 
mineral oil or laxatives to soften the 
stool. Thus a change in the patient’s 
bowel habit is understandable. 

Differential diagnosis of anal fis- 
sure requires consideration of anal 
epithelioma, venereal lesions (chan- 
cre, chancroid), tuberculous anal 
ulcer, agranulocytic angina, and ec- 
tropion. 

Complications—The inflammatory 
process associated with anal fissure 
may progress to abscess formation. 
Spontaneous drainage establishes a 
short, subcutaneous fistula near the 
distal margin of the fissure. 

The skin-covered tag which often 
develops at the distal margin of an 
anal fissure is aptly called a sentinel 
tag or sentinel pile (Fig. 1d). 

One or more papillae near the 
proximal border of the fissure may 
be subject to lymphedema, fibrosis, 
and ultimate hypertrophy (Fig. Id). 

Repeated episodes of acute and 
chronic anal infection can involve 
the tissues in all quadrants of the 
anal canal. Scar tissue develops, the 
contracture of which establishes 
varying degrees of anal stenosis. 

Treatment—Proper understanding 
of the pathogenesis of anal fissure 
should readily signify the futility of 
ointments, suppositories, and like 
medications or the time-honored top- 
ical application of silver nitrate. 

The definitive treatment of anal 
fissure is surgical excision, includ- 


ing destruction under regional an- 
esthesia of the underlying anal crypts 
or pockets (Fig. 2). In addition, the 
anal crypts in the remaining anal 
quadrants should be destroyed by 
exteriorization. Sectioning of the 
underlying scar tissue at these points 
creates adequate room in the anal 
canal. Anal papillae are excised. All 
wounds must be carried well beyond 
the anal verge. 

Since the anal ducts and glands 
are microscopic in size their exci- 
sion is unlikely except in the pef- 
formance of adequate hemorrhoide¢- 
tomy. However, ablation of the 


crypts which guide infectious ma- 
terial into the anal ducts and glands 
is accomplished by the linear scars 
resulting from excision of the fis: 
sure and from multiple cryptotomy. 

Meticulous postoperative care is a8 
important as the surgical procedure 


in accomplishing satisfactory results, 


Anorectal Fistula 


LYON H. APPLEBY, M.D, 


St. Paul's Hospital, Vancouver, B. C, 


ALL anorectal fistulas are infected, 
This is not unexpected in view of 
the constant contamination of the 
area, the frequent stretching, loose 
areola, and rich lymphatic drainage, 
aided and abetted by harsh toilet 
tissue or substitutes and by irritant, 
well-meaning therapeusis. 

The external sphincter muscle, 
through its properties of contraction, 
has thrown the mucosa of the ano- 
rectal canal into a series of longi- 
tudinal folds, each with a small cup- 
like arrangement at the level of the 


MODERN MEDICINE, May 15, 1952 11] 











PROCTOLOGY SYMPOSIUM 


anorectal line—the crypts of Mor- 
gagni. These lie at the junction of 
the sensitive anal squamous epithe- 
lium with the relatively insensitive 
columnar rectal epithelium. 

The vast majority of fistulas orig- 
inate in an infected crypt and the 
internal opening is usually found in 
one of the posteriorly situated crypts. 
The usual story is: an infected crypt, 
a submucosal or ischiorectal abscess. 
The abscess points and ruptures or 
is incised with immediate relief, but 
the fistulous tract may remain 
through the scar of incision or spon- 
taneous rupture. 

The longer the abscess remains 
‘unopened, the greater the likelihood 
of branching sinuses, multiple open- 
‘ings, and complicated fistulas from 
the parent stalk. Each fistula has 


an internal opening and an infected 


tract which leads to an_ external 
Opening but which may be onto skin 
Or into adjoining organs or viscera, 
o: both. The tract is usually along 
One of the posterior vascular chan- 
nels. 

Symptoms are usually simple: one 
Or more minor or severe abscesses 
followed by continuous discharge, 
Moisture, and pruritus. The dis- 
charge is profuse in acute cases and 
diminishes as the condition becomes 
chronic. 

The diagnosis should be sim- 
ple, the greatest single aid being 
good illumination and clear vision. 
Since recognition of the internal 
Opening is vital to the success of 
treatment, patience should not be 
metered by the clock in attempting 
to find the opening. 

Ordinarily only 1 internal open- 
ing exists. If 2 are found, they prob- 


ably represent 2 different fistulas. A 
probe ordinarily can be passed eas- 
ily, but difficulty may be _ expe- 
rienced. The fistula can usually be 
found posteriorly at the anorectal 
line. Under clear vision and with 
spinal anesthesia to obtain a relaxed 
sphincter, an ulcer may be seen or 
a pledget of granulation tissue or a 
cord-like tract be felt which, if 
pressed, will cause a dimpling at the 
site of the internal opening. 

Dyes injected through the exter- 
nal opening may be useful in find- 
ing the internal opening. Peroxide 
is more helpful; the tiny bubbles are 
usually easily seen at the point of 
egress. If dyes are used, the excess 
should be syringed out to prevent 
the confusing staining of adjoining 
normal tissue during dissection. 

The principle of treatment is sim- 
ple: Using spinal anesthesia, with a 
relaxed sphincter, the whole tract 
should be identified. Simple submu- 
cosal abscesses and fistulas should be 
excised vertically and carried onto 
the skin margin. Deeper tracts are 
dissected out completely and the 
skin and fat edges of the trough are 
cut well back to prevent infolding. 

The surgeon should meticulously 
lay open all branching sinuses and 
tracts. When the tract passes through 
or beneath the external sphincter, a 
safe rule is: If the fistula is old and 
chronic, the sphincter can be cut 
at right angles with impunity, since 
it is already fixed in position. 

The external sphincter has three 
recognizable layers. The most super- 
ficial, the subcutaneous external 
sphincter, which is designed not so 
much to retain feces as to prevent 
objects from being pushed in, may 
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be cut across at any time, in old or 
recent fistulas. In recent fistulas, the 
tract should be dissected out from 
each end and a metal dowel should 
be passed through the portion under 
or through the sphincter. This por- 
tion should be thoroughly coagulat- 
ed with an electric current. A seton 
is then passed through and tied 
around the sphincter and allowed to 
cut through slowly. In doubtful cas- 
es, in inexperienced hands, the seton 
causes less damage than an ill-con- 
trolled knife. 


All opened should be 


tracts 


dressed thrice weekly, kept free from 
tunnels and bridges, and allowed to 
granulate from the bottom up be- 
fore epitheliazation is permitted. 


Anorectal Tuberculosis 


SYLVAN D. MANHEIM, M.D. 


New York Medical College, 
New York City 


VeRY few anorectal lesions in the 
general population are tuberculous 
in nature, but most anorectal lesions 
in tuberculous patients are tuber- 
culous. In my experience, anorectal 
tuberculosis is never primary but is 
always secondary to pulmonary tu- 
berculosis. 

The greatest incidence of anorec- 
tal tuberculosis is in the second and 
third decades, and the disease oc- 
curs more frequently in males, 6:1. 
The organism responsible for ano- 
rectal tuberculosis may be the hu- 
man or bovine type, the majority of 
cases being caused by the former. 

Invasion by the bacilli may occur 
in one of several manners: by the 
[1] intestines, when a patient who 


has pulmonary tuberculosis swallows 
sputum laden with bacilli, [2] blood 
stream, through hematogenous infec- 
tion, [3] lymphatic stream, through 
lymphogenous infection, or [4] di- 
rect extension, from the sacrum, coc- 
cyx, pelvic bones, prostate, urethra, 
vagina, Or Ovaries. 

There are four types of perianal 
tuberculosis: 

1] The ulcerative type is by far the 
most common. This variety starts ag a 
small elevation near the anal orifice 
and frequently is irritated by trauma. 
The swelling increases, the tissues sof- 
ten and break down, and an abscess 
develops. Pus obtained by incision or 
by spontaneous rupture is thin, foul- 
smelling, and slightly bloody. After this 
evacuation, a shallow ulcer forms with 
a gray base and sharply defined under- 
mined edges. The ulcerative process 
slowly progresses and gradually invadés 
the perianal skin and musculature and 
may eventually destroy the entire anal 
canal. 

2] Verrucous anorectal tuberculosis 
is comparatively rare. This type is first 
seen as a group of small wart-like 
papules which increase slowly in size 
and become multiple. 

3] Lupoid anorectal tuberculosis ts 
likewise rare. The lesion occurs at the 
margin of the anus as a small, round, 
elevated patch or nodule, reddish-brown 
in color and somewhat soft. The cen- 
ter insidiously breaks down to form 
an irregular, clean-cut ulcer with an 
indurated base covered by mucopurue 
lent discharge. 

4] Miliary anorectal tuberculosis in- 
dicates an advanced stage. The lesion 
occurs at or below the anal intermus- 
cular septum, beginning in the hair fol- 
licles or sebaceous glands as millet-seed 
nodules below the epidermis. Necrosis 
follows with cup-shaped ulcers. The 
prognosis is poor. 

The histopathologic process for 
most cases is fairly typical. There is 
an infiltration of mononuclear leuko- 
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cytes with marked fibrosis. Tubercles 
and, in the more advanced cases, 
areas of caseation and lymphocytes 
and giant cells appear. 
Diagnosis—The symptoms may be 
very slight in the initial stage, con- 
sisting chiefly of a sense of irritation 
or soreness. The patient then be- 
comes aware of a gradually increas- 
ing swelling which causes little pain 
but may be tender. This painless 
swelling should make the physician 
suspect the possibility of an acid-fast 
infection. When the lesion is within 
the grasp of the sphincters, pain oc- 
curs. After ulceration has developed, 
the chief complaint is an irritating, 
foul-smelling, purulent discharge. 
The diagnosis of anorectal tuber- 
culosis may be very difficult to make. 
History of a slightly tender swelling 
Which ruptures spontaneously, be- 
€oming a chronic ulcerative process 
which fails to respond to treatment, 
is very suggestive. If the ulcer is 
large, with sharp undermined edges 
and a silvery-gray base, the likeli- 
hood of tuberculosis is greatly in- 
creased. If, in addition, roentgeno- 
grams reveal pulmonary tuberculo- 
sis, the diagnosis becomes even more 
tenable. Finally, if the results of 
guinea pig inoculation are positive 
amd the biopsy reveals tubercle for- 
mation, caseation, giant cell forma- 
tion, and, possibly, tubercle bacilli, 
evidence is conclusive. 
Treatment—The general therapy 
is that of tuberculosis in any form— 
rest, diet, change of climate if neces- 
sary, and supportive medication. 
The local treatment consists of ade- 
quate drainage of all abscesses or 
retention pockets. As soon as the 
acute process has subsided, com- 


plete excision should be performed, 
if consistent with the patient’s con- 
dition. 

All sinuses must be carefully 
probed and opened and the anal 
canal carefully examined for internal 
openings or infected crypts. The vast 
majority of cases of anorectal tuber- 
culosis comprise perianal sinuses 
rather than fistulous tracts. Hydro- 
gen peroxide colored with methy- 
lene blue is extremely helpful in de- 
termining the presence of a fistulous 
opening in the anal canal. 

All ulcerative processes and sinus- 
es must be excised down to the 
glistening basement membrane and 
all undermined skin and overhang- 
ing edges removed. This is best 
done by means of the coagulating 
current which seals the lymphatics 
and blood vessels and tends to pre- 
vent dissemination of the infection. 
All wounds should be left open to 
heal by secondary intention. Healing 
is definitely slower than with non- 
tuberculous wounds. 

Streptomycin is of great help. In 
cases deemed too far advanced for 
surgery, streptomycin is valuable in 
lessening the infection. The anti- 
biotic alone will not result in a cure 
except with early superficial lesions, 
but if streptomycin is used in con- 
junction with surgery, the operative 
procedures need not be so extensive, 
the postoperative wounds are clean- 
er, healing is materially hastened, 
and the recurrence rate is lowered. 


e) 
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Perirectal Abscess 


W. W. GREEN, M.D. 
St. Vincent's Hospital, Toledo 


THOROUGH understanding of the ab- 
scesses that develop in the perianal 
and perirectal regions will result in 
fewer postoperative complications as 
well as a more rapid and comfortable 
convalescence. These abscesses do 
not differ greatly from those found 
elsewhere, but a sound knowledge of 
the anatomic structure of the area 
is essential for diagnosis and treat- 
ment. 

Most of the abscesses result from 
an escape of the organisms normal- 
ly inhabiting the lower intestinal 
tract through the mucosal barrier 
into the surrounding tissues. Only a 
few are the result of an extension of 
an infectious process from adjacent 
structures. The once widely held be- 
lief that most infections in this area 
are of tuberculous origin has been 
discredited; it is now generally con- 
ceded that tuberculous infections ex- 
ist only with a primary lesion else- 
where in the body. 

The symptoms resulting from 
these abscesses are similar but differ 
in degree according to the location 
of the infection. Discomfort is al- 
ways present and is usually what 
motivates the patient to seek med- 
ical aid. Referred pain is occasional- 
ly the most outstanding symptom 
and may be noticed in the bladder 
or as a low backache or a pain ex- 
tending down the posterior aspect of 
either or both thighs. 

Sudden alleviation of pain usually 
indicates that the abscess has extend- 
ed to an adjacent area or has rup- 
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tured spontaneously into the rectum 
or through the skin surface. The de- 
gree of tenderness is usually deter- 
mined by proximity of the abscess 
to the surface. Systemic evidence of 
a localized infection is usually more 
pronounced with the deeper types of 
abscesses. During antibiotic therapy, 
symptoms are ordinarily held in 
abeyance and diagnosis is delayed. 

Adequate and prompt surgical 
drainage is the one satisfactory form 
of treatment for abscesses in the 
perianal and perirectal area. This 
can be accomplished only with good 
regional or general anesthesia. A 
small stab incision is justified only 
for temporary relief from pain and 
to prevent extension resulting from 
pressure within the cavity. 

The location of the abscess deter- 
mines the avenue of approach and 
the extent of the incision is limited 
solely by encroachment upon the im- 
portant structures in the area. No 
attempt should be made to obliterate 
the internal opening at the time of 
abscess drainage unless the infec- 
tion is superficial to the external 
sphincter. 

All shelves and pockets in the 
cavity should be eliminated and the 
skin edges widely trimmed to pro- 
mote healing from the base. Packing 
is justified only to control bleeding 
immediately after the operation; 
the most effective way of preventing 
premature healing of the cavity is 
wide drainage. 

The surgeon’s responsibility does 
not end with the evacuation of the 
pus. A well-performed operation is 
of little value if the postoperative 
care is indifferent. Packing should 
be removed in about twenty-four 
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hours and the cavity explored digi- 
tally every few days to prevent un- 
even and premature healing. Early 
ambulation and sitz baths are usual- 
ly sufficient to avoid the accumula- 
tion of purulent material in the cav- 
ity. Antibiotics are of little value 
linless the infection is complicated 
by organisms not usually found in 
the terminal bowel. 

Unless the internal opening was 
Obliterated when the abscess was 
drained, a fistula usually persists. 
The patient should be informed that 
a Second surgical procedure may be 
necessary. 


Genorrhea, Syphilis, 
Granuloma Inguinale, 


and Chancroid 


BORRIS A. M.D. 


Gouverneur Hospital, 
New York City 


KORNBLITH, 


PrREcise diagnosis of the initial le- 
sion of any of the granulomatous 
diseases of the anorectal region is 
made by identifying the specific 
calisative agent. Gross description of 
finér details of the lesions is essen- 
tially academic and _ misleading, 
sine€e they resemble one another and 
two or more often appear concur- 
rently. 

Gonorrhea—The demonstration of 
the gonococcus on the smear by 
the Gram stain is possible from an 
anal superficial ulceration or from 
the lower rectum but will verify the 
diagnosis in only a few cases. A 
culture for the gonococcus is by far 
the most satisfactory method. 

The lesion may be a superficial 
ulceration of the anal region with 


purulent material exuding from the 
rectum. The lower part of the rec- 
tum is involved most often and the 
disease appears as acute proctitis 
or as acute cryptitis. The condition 
is More common in females and may 
be associated with homosexuality in 
males or abnormal sex activity in 
women. A positive culture of the 
gonococcus may be obtained in 
cases with minimal or no symptoms 
or signs. 

Treatment consists of penicillin by 
intramuscular injection of 300,000 
Oxford units each over a period of 
three days. As little as 50,000 units 
of penicillin by a single intramuscu- 
lar injection can cure, but the larger 
dose is safer. No local treatment is 
advised. 

Syphilis—Primary and secondary 
syphilitic lesions about the anus and 
in the rectum can be diagnosed by 
finding the Treponema pallidum on 
darkfield examination or by inguinal 
gland puncture. The Wassermann re- 
action in the early stage will be neg- 
ative and of little value. The test 
must be repeated for verification. 

Biopsy of the tertiary lesion will 
confirm the diagnosis of gumma; 
the Wassermann reaction will also 
be positive. 

Lesions seen in the anal region 
vary from chancre to condyloma 
latum, syphilitic fissure, and, finally, 
gumma. A chancre in the rectum is 
rare. Syphilitic proctitis and so- 
called syphiloma anorectale are ac- 
tually due to lymphogranuloma ve- 
nereum and mistakenly called syph- 
ilis. A rare case of proctitis may be 
the result of syphilis. In late neuro- 
syphilis, the anal sphincter may be 
unusually relaxed. 
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Therapy is penicillin by intramus- 
cular injection. Various schedules 
are advised; in general, 15,000,000 
Oxford units in divided doses on 
alternate days over a three-week pe- 
riod suffices. 

Granuloma inguinale—The dem- 
onstration of the Donovan body on 
smear from the lesion is possible in 
over 95% of cases of granuloma 
inguinale. An intradermal reaction 
test can be used for confirmation. 
The Wright stain or Jenner-Giemsa 
stain will suffice. These bodies may 
also be demonstrated in monocytes 
in biopsy smears. 

The lesions appear as fleshy, 
heaped-up granulating areas involv- 
ing the anus and not the rectum. 
Apparently stratified squamous epi- 
thelium alone is involved. The lesion 
may have spread from the groin or 
have begun as a primary lesion about 
the anus through pederasty. 

The most effective treatment is 
terramycin or streptomycin, 250 mg. 
every four hours for five to seven 
days. Occasionally, surgical removal 
is necessary in resistant cases. Surgi- 
cal reconstructive procedures in cas- 
es of severe scarring may also be 
utilized. 

Chancroid—Ducrey’s bacillus, the 
causative agent of chancroid, can be 
demonstrated on smear from the 
edges of a lesion by the Gram stain 
as a gram-negative streptobacillus in 
a “school-of-fish” arrangement. A 
much better method is the Unna- 
Pappenheim stain. The bacilli are 
easily found in about 90% of cases. 
Ducrey’s vaccine intradermal test is 
an additional aid in diagnosis. 

Ulcerations, usually unclean and 
superficial with little induration, are 
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associated with autoinoculated con- 
tact lesions. Local lymph nodes are 
involved and may form chancroidal 
buboes. The local lesions are limit- 
ed to skin surfaces about the anus 
and never involve the rectum. 

The definitive treatment is sulfa- 
diazine or any other oral sulfona- 
mide; 1 tablet, 0.5 gm., taken four 
times a day for two weeks is cura- 
tive in all cases. To date, no case re- 
sistent to this form of treatment has 
been reported. 

The antibiotics have a question- 
able effect on chancroid and are not 
recommended. Surgical intervention 
is unnecessary and contraindicated 
in this condition. 


Lymphogranuloma Venereum 


LOUIS T. WRIGHT, M.D. 
Harlem Hospital, New York City 


THE initial lesion of lymphogranu- 
loma venereum occurs in the male 
on the glans penis and in the female 
on vulva, vaginal wall, or cervix, 
with early involvement of the in- 
guinal glands. The infection enters 
the rectum and perirectal tissues by 
a complicated system of lymph 
channel anastomoses. 

At first, a simple proctitis, with or 
without inguinal adenitis, develops, 
followed by ulceration and, later, 
scar tissue, which causes the classi- 
cal lesion found in fibrous inflamma- 
tory strictures of the rectum. The 
thickening involves all layers of the 
rectal wall including the perirectal 
tissues. In some instances, the recto- 
sigmoid and colon may be affected 
alone; in others, upper colonic le- 
sions may be combined with rectal 
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involvement. At times the condi- 
tion is mild and causes few or no 
signs Or symptoms; in other cases 
the disease is very serious. Different 
strains of the virus have been found, 
which may explain the variations 
and degree of symptomatology ob- 
served. 

In this country, Negro women 
are chiefly affected. Sodomy is con- 
sidered by some to be a factor in 
the spread of this disease. 

A determining factor in the cau- 
sation of strictures of the rectum is 
unguestionably the disturbance of 
the lymphatic flow caused by the 
infection. Lymphostasis plays an 
important part in the pathogenesis 
of these strictures in three ways: 


{1} blockage of the lymph glands 
and inierference with the adequaie 
lymph drainage, [2] involvement of 


the lymph channel walls, and [3] 
a Specific scar-tissue producing ac- 
tion of the virus. Superimposed on 
well-developed stenosis is a second- 
ary bacterial invasion which caus- 
es a swelling of the mucosa and 
thus proportionately diminishes the 
rectal lumen. When the rectal lu- 
men narrows sufficiently, the on- 
ward passage of feces is obstructed, 
adding to the mucosal and physio- 
logic pathology. 

Rectal strictures vary in shape, 
length, and location and may be 
soft, firm, hard, or scirrhous. Stric- 
tures may be simple or combined, 
annular, tubular, single, or multiple. 
The anus alone may be involved, or 
the rectum, rectosigmoid, sigmoid, 
descending colon, or the entire co- 
lon. The lesions may be associated 
with inguinal adenitis, anal tumors, 
elephantiasis, fistulas, or parametri- 
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tis. Carcinoma, usually of the epi- 
dermoid type, is often superimposed 
on some of these lesions. The fre- 
quent association may indicate that 
lymphogranuloma venereum is a 
carcinogenic agent. Other associ- 
ated conditions may be syphilis, gon- 
orrhea, chancroids, and, sometimes, 
tuberculosis. 

Diagnosis—If the lesion is in the 
lower rectum, which is the case in 
most instances, the diagnosis is eas- 
ily made by a simple rectal exam- 
ination with the gloved finger. Ex- 
ternal stigmas of rectal strictures 
are elephantiasis of the vulva, anal 
tags, fistulas, fissures, cockscomb or 
papillomatous anal tumors. Procto- 
scopic and sigmoidoscopic examina- 
tions are necessary when the disease 
is in the upper rectum and the rec- 
tosigmoid. When the lesion is above 
the sigmoid, a barium enema is the 
diagnostic procedure. 

The symptoms, which may occur 
singly or combined, are constipa- 
tion alone or alternating with diar- 
rhea, rectal bleeding, ribbon stools, 
abdominal pain, purulent discharge, 
and pain on defecation. The Frei 
test should be used in all cases. Re- 
versal of the albumin-globulin ratio 
is suggestive. Biopsy and virus iso- 
lation studies should be done when 
possible. Occasionally, acute intesti- 
nal obstruction occurs and is a se- 
rious Omen necessitating immediate 
care. 

Ulcerative colitis, carcinoma of 
the rectum, diverticulitis, and ame- 
bic dysentery have to be considered 
in the differential diagnosis. 

Treatment—Aureomycin and ter- 
ramycin have proved of curative 
value in the early stages of the dis- 
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ease. Chloromycetin is reported to 
be of value. Antibiotics are very 
useful when the virus can be reached 
by the blood stream, but they can- 
not remove scar tissue and therefore 
are to be considered an adjunct to 
adequate surgery if marked stenosis 
otf the rectum has occurred. 

Surgery is indicated once a firm, 
fibrous, obstructive, inflammatory 
stricture of the rectum has devel- 
oped. Turell’s electrothermic exci- 
sion of thin, diaphragmatic, low 
strictures seems promising and is 
worthy of extensive trial. In anal 
strictures, Keller’s tunnel skin grafts 
have proved of value. ACTH has 
been used by us in a few cases with- 
out any apparent success. 

Colostomy is the customary op- 
eration when bowel movement is se- 
riously obstructed. Pauchet’s excision 
operation with preservation of the 
sphincter is the most satisfactory 
method when the stricture is in the 
lewer two-thirds of the rectum. Ed- 
wards and later Barber and Murphy 
advised abdominal perineal excision 
of the diseased rectum and sigmoid 
after a preliminary colostomy. This 
serious and extensive procedure is 
not to be recommended. 

If the disease is sufficiently exten- 
sive, the Breidenbach-Slattery staged 
operation is to be preferred in se- 
lected cases. Preoperatively, anti- 
biotic and vitamin therapy is insti- 
tuted. 

Proteins and fluids should be given 
to correct any electrolyte or protein 
imbalance. Anemia is corrected by 
antianemia agents or blood transfu- 
sions. Surgery in these cases should 
be undertaken only by skilled colo- 
rectal surgeons. 
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Parasitic Diseases 
HOWARD B. SHOOKHOFF, M.D. 


Columbia University, 
New York City 


Or the symptoms which bring pa- 
tients to the proctologist, those sug- 
gesting parasitic disease are diarrhea, 
anal pruritus, emergence of worm- 
like objects from the anus, and 
rectal bleeding. 

Diarrhea of parasitic etiology is 
usually produced by one of the 
pathogenic protozoa: Endamoeba his- 
tolytica, Dientamoeba fragilis, or 
Giardia lamblia. E. histolytica infec- 
tions are discussed in another artiele 
in this Symposium. 

D. fragilis is capable of producing 
colitis, but does not affect other or- 
gans. The infection is treated with 
oral amebicides. Since no cyst form 
exists, the protozoa can be found On- 
ly when fresh diarrheal stools are ex- 
amined. Because this type of exam- 
ination is frequently omitted, the 
prevalence of D. fragilis is generally 
underestimated. 

G. lamblia is a flagellate which af- 
fects the small intestine and may 
cause chronic diarrhea and other 
gastrointestinal manifestations. Treat- 
ment is with atabrine. 

Anal pruritus is the usual mani- 
festation of Enterobius vermicularis 
infection. Although more common 
in children, pinworm is not rare in 
adults, especially household contacts 
ot infected children. The worms de- 
posit eggs on the perianal skin, not 
in the intestinal lumen. Hence, re- 
sults of stool examinations are usual- 
ly negative. 

The proper method of diagnosis 
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is to obtain material from the peri- 
anal skin by either the cellophane 
swab or Scotch tape method. The 
standard specific is gentian violet. 
Recently terramycin has also been 
found effective. 

Emergence of worms from the 
fectum occurs with E. vermicularis 
amd also with Ascaris lumbricoides 
amd tapeworm infections. Worms 
May migrate out spontaneously or 
be passed with the stools. 

A patient who reports the pas- 
sage of worm-like objects should 
not be referred to a psychiatrist if 
stOol specimens are negative. Such 
négative findings often occur not 
omly with pinworm infestation but 
algo with Ascaris and Taenia sagi- 
nata (beef tapeworm) infections. In 
the case of Ascaris, no eggs will be 
found if the patient has passed all 
the worms or has only males left. 

With the beef tapeworm, the seg- 
ménts usually discharge eggs only 
after they are passed. Diagnosis is 
best made by having the alleged 
segments brought in. Diphylloboth- 
rium latum, the fish tapeworm, de- 
posits large numbers of eggs in the 
intestine. The eggs are easily found 
in the stools. 
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Among the parasitic diseases, 
bleeding from the rectum is most 
often due to Schistosoma infections. 
S. mansoni is being seen with in- 
creasing frequency in the continen- 
tal United States because of the 
presence of individuals from the en- 
demic areas of the West Indies and 
South America. The fluke produces 
a chronic disease, the late manifes- 
tations of which occur after fifteen 
or twenty years. Rectal bleeding is 
a common manifestation during the 
early years when colonic symptoms 
predominate. Sigmoidoscopy will fre- 
quently show characteristic hemor- 
rhagic erosions of the mucosa. Later, 
hemorrhoids from hepatic cirrhosis 
may occur. 

The diagnosis depends on finding 
the lateral-spined eggs. These are 
usually not numerous and are often 
missed unless concentration methods 
are employed. The eggs may also be 
found in snips taken from the rectal 
mucosa, a more efficient procedure 
than stool examination provided the 
entire specimen is examined; if only 
histologic section is done, the eggs 
may be missed. 

Treatment is intramuscular Fua- 
din or intravenous tartar emetic. 
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Amebiasis: Medical Aspects 


MICHAEL WEINGARTEN, M.D. 

New York University Post-Graduate 

Medical School, New York City 
AMEBIC Colitis is a protozoan infec- 
tion of the large bowel produced 
by Endamoeba histolytica. The clini- 
cal picture is extremely variable, 
with acute and chronic phases. 

Because many physicians still re- 
gard amebiasis as a tropical dysen- 
tery, many chronic and subacute 
states go undiagnosed. The patients 
are often classified as neurasthenics 
or their symptoms of many years’ 
duration are ascribed to “spastic co- 
litis.” 

As an invariable rule, we exam- 
ine a warm purged stool of every 
patient with intestinal symptoms un- 
diagnosed by usual procedures. The 
finding of E. histolytica in many of 
these cases is not surprising in view 
of the known high incidence of 
amebic infestation in the temperate 
zones. 

The motile vegetative form, or 
trophozoite, of E. histo/ytica is the 
only form of ameba which invades 
the bowel wall. The Dientamoeba 
fragilis, although it does not invade 
tissues, may nevertheless cause bow- 
el discomfort and digestive disturb- 
ances in some patients. It does 
not form cysts. E. histolytica se- 
cretes a_ resistant capsule which 
forms cysts that are discharged in 
the feces of the host. These cysts 
are resistant to cold and are trans- 
mitted by food, fingers, flies, water, 
or direct contact. The trophozoites 
are destroyed by hydrochloric acid 
and the digestive enzymes and are 
not important in transmission. 


After cysts of E. histolytica are 
ingested, lesions occur frequently in 
the cecum, ascending colon, sig- 
moid, and rectum. The characteris- 
tic early lesions are shallow ulcers 
with a necrotic base and a narrow 
surrounding zone of hyperemia with 
intervening normal mucosa. These 
ulcers extend into the submucosa. 
The crater becomes deeper and has 
undermined edges raised above the 
level of the surrounding mucosa. 
Secondary bacterial infection Oc- 
curs rapidly, resulting in edema and 
leukocytic invasion. 

Endoscopy often fails to revéal 
active amebic infection of the suba- 
cute and chronic varieties, since wl- 
cers are much more frequent in the 
cecum and hepatic flexure than in 
the rectosigmoid. But in the more 
acute dysenteric cases, lesions may 
be observed in the terminal bowel. 
Early in the disease these appear as 
minute, yellowish spots surrounded 
by a narrow zone of hyperemia. 
Each represents a tiny amebic ab- 
scess of the mucosa; if the contents 
are expressed, enormous numbefs 
of trophozoites are found. 

Later in the course of the diseasé, 
the abscesses may coalesce to form 
typical amebic ulcers with under- 
mined edges. The trophozoite of 
E. histolytica may be found in scrap- 
ings from the base of the ulcer or 
may be identified in stained prep- 
arations from a biopsy svecimen of 
the edge of the ulcer. With repeated 
untreated attacks of amebic diar- 
rhea, a chronic dysentery may result 
from mixed infection of the colonic 
wall by bacteria and E. histolytica. 
The colon becomes progressively 
scarred and deformed and the clin- 
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ical and sigmoidoscopic picture may 
simulate that of chronic bacillary 
dysentery or of chronic idiopathic 
ulcerative colitis. 

The most frequent complication 
of amebiasis is hepatitis or liver 
abscess. Very rarely, involvement of 
the lung, brain, and skin may occur. 
An amebic granuloma of the colon 
May sometimes closely resemble car- 
cinoma. 

The symptoms of amebiasis are 
extremely variable. Some adysen- 
teric carriers are apparently symp- 
tomless, but many have lassitude, 
loss of weight, constipation alternat- 
img with slight diarrhea, minimal 
rectal tenesmus, and colicky pains 
Often associated with tenderness in 
the right lower quadrant of the ab- 
domen, simulating appendicitis. Se- 
vére constipation may be the only 
symptom. 

The diagnosis of intestinal ame- 
biasis is made by the finding of 
E, histolytica in a purged stool ex- 
amined immediately after passage. 
Often many specimens must be ex- 
amined before the parasite is identi- 
fied. If there are good clinical 
grounds for the diagnosis, a thera- 
peutic trial with amebacides may be 
indicated even when no parasites 
are found. 

Emetine hydrochloride adminis- 
tered in doses of 1 gr. (0.065 gm.) 
subcutaneously for seven days should 
be employed only for active bloody 
diarrhea. The dysenteric manifesta- 
tion will disappear promptly but 
E. histolytica will not be eliminated. 
The circulatory system must be 
carefully observed during the ad- 
ministration of emetine. 


Diodoquin is very effective in 


curing the intestinal infection and 
is given orally in 10-gr. (0.65-gm.) 
tablets four times daily for twenty 
days. This may be followed by car- 
barsone, 4 gr. (0.25 gm.) three 
times daily for ten days. Recently, 
Milibis has been employed in doses 
of 7% gr. (0.5 gm.) three times 
daily for seven to ten days. Carbar- 
sone and Milibis are arsenicals and 
may have toxic effects. 

Bacitracin has been found effec- 
tive, but the rate of recurrence is 
high. Aureomycin and terramycin 
are also very effective, but may 
themselves produce bowel symp- 
toms. In the author’s experience, 
Diodoquin results in the greatest 
percentage of cures and is least 
toxic. 


Amebiasis: Surgical Aspects 


ALTON OCHSNER, M.D. 
Tulane University, New Orleans 


MICHAEL E. DE BAKEY, M.D. 
Baylor University, Houston 


AMEBIASIS is a much more common 
condition than is generally consid- 
ered. Some authorities believe that 
at least 10% of the population of 
the United States have the disease. 
Undoubtedly the increased incidence 
today is due to the fact that many 
soldiers contracted amebiasis in the 
South Pacific. Amebic infection of 
the colon is not a surgical entity but 
may produce symptoms that simu- 
late many surgical conditions and 
may cause complications that should 
be treated by surgery. 

Amebic lesions with surgical signif- 
icance may be classified as [1] intes- 
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tinal lesions, which include appen- 
dicitis, perforation with peritonitis, 
massive hemorrhage, ameboma or 
amebic granuloma, cicatricial steno- 
sis, and pseudopolyposis, and [2] ex- 
traintestinal lesions, including pleuro- 
pulmonary infections, hepatic, cere- 
bral, and splenic abscess, cutaneous 
ulcerations and abscess, and gen- 
itourinary infections. 


Intestinal lesions 

A ppendicitis—The vermiform ap- 
pendix can be involved in the amebic 
infection as well as other parts of 
the intestines, and amebic appendi- 
citis may occur as an acute, sup- 
purative, or chronic inflammatory 
process. Acute amebic appendicitis 
is rare but can be suspected pre- 
operatively. Chronic amebic appen- 
dicitis is likely to be overlooked. 

In approximately 10% of our 


cases of chronic appendicitis, amebas 
or amebic cysts are found in the 
stool and complete relief of symp- 


toms follows antiamebic therapy. 
Therefore, careful stool examination 
is essential in all cases of suspected 
chronic appendicitis. In the suba- 
cute and acute manifestations, in 
which the lesion is seldom limited 
to the appendix, emetine should be 
given because it does not produce 
intestinal irritation or increase peri- 
stalsis. If suppuration is suspected, 
operation is indicated. 

Perforation with resulting perito- 
nitis is fortunately rare. It occurs 
in the severe, rapidly progressive, or 
fulminating case. The prognosis is 
extremely poor. Treatment consists 
of administration of amebacides and 
abdominal exploration. 

Massive hemorrhage is an infre- 


MODERN MEDICINE, 


quent but serious complication, being 
associated with the rapidly progres- 
sive and fulminating type of infec- 
tion. Ultraconservative treatment is 
essential and consists of the admin- 
istration of amebacides together with 
massive transfusions. 

Ameboma—Amebic — granulomas 
appear most often in the cecum, 
sigmoid, or anorectal region and are 
the result of invasion of the bowel 
by Endamoeba histolytica associated 
with secondary infection. The lesion 
consists of a large granulomatous if- 
flammatory mass, associated with 
small central abscesses. Considerable 
fibroplastic proliferation occurs. 

Because of the site of involve- 
ment and the tumefaction, the lesion 
is frequently diagnosed as a neo 
plasm or as other granulomas, such 
as tuberculous or actinomycotic. The 
finding of amebas in the stool in 
patients with tumefactions in these 
areas does not necessarily confirm 
the diagnosis of ameboma, because 
amebic infection may coexist with 
a malignant lesion. Treatment should 
consist of the administration of ame 
bacides followed by extirpation, be- 
cause the possibility of a malignant 
lesion cannot be ruled out and also 
because, with the cicatrizing nature 
of ameboma, healing results in obs 
struction. 

Cicatricial stenosis—As a_ result 
of repeated acute inflammatory at- 
tacks and healing with fibrous tissue 
replacement, stenosis of the colon 
can occur. This may be limited to 
a single segment or may involve 
extensive portions. Generally the ob- 
struction is largely a result of asso- 
ciated secondary infection. Because 
of the progressive nature of the con- 
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dition, extirpation of the stenotic 
area should be done after prelim- 
inary amebacidal and antibacterial 
therapy. 

Pseudopolyposis—As a result of 
repeated ulcerations of the colon 
and subsequent healing with exces- 
sive epithelial hyperplasia, pseudo- 
polyps may develop. The lesions 


may be limited to a segment or may 
involve the entire colon. Treatment 
Consists of the preoperative admin- 
istration of amebacides followed by 


XcCISION. 
Extraintestinal lesions 


Hepatic amehiasis—Oft very great 
importance to the surgeon is amebic 
infection of the liver. In a twenty- 
Year period, we have seen 263 cases 
Of amebic hepatitis and hepatic ab- 
@cess, which represent 11.1% of all 
Gases of amebiasis. 

Amebic involvement of the liver 
is the result of amebas’ gaining en- 
france to the liver through the por- 
fal vein. The first lesion produced is 
@cute hepatitis, which may be fol- 
flowed by necrosis and liquefaction 
and an abscess. Amebic hepatic ab- 
g$cess is generally single and most 
frequently involves the right lobe. 
Diarrhea or a history of diarrhea is 
absent in a third or more of cases. 

Principal manifestations of hepatic 
amebiasis are liver pain and tender- 
hepatomegaly, weight 
loss, and chills. Amebas 
were found in the stool in 45% of 
our cases, and in 15.4% of the col- 
lected cases. Characteristically, there 
is a moderate leukocytosis in con- 
tradistinction to the pronounced leu- 
kocytosis seen in pyogenic hepatic 


abscess. 


fever, 
weakness, 


ness, 


SYMPOSIU. 


Roentgenography is the most val- 
uable diagnostic method and shows 
elevation of the right diaphragm in 
medial and anterior portions. The 
diagnosis is finally confirmed by 
aspiration of “chocolate sauce” pus 
from the suspected abscess. 

The treatment of amebic hepatitis 
consists of the administration of 
emetine which, although only ame- 
bastatic, will control the acute in- 
fection. A grain of emetine is given 
daily until 6 to 8 gr. are given. The 
drug must be used cautiously be- 
cause it is a protoplasmic and a 
muscle poison. Recently, chloroquine 
and aureomycin have been used for 
the treatment of amebic hepatic 
abscess. 

In cases with no suppuration but 
hepatitis only, symptoms quickly 
subside with this therapy alone. 
However, in a case with actual sup- 
puration, little or no improvement 
will follow emetine administration, 
and the abscess must be evacuated 
by aspiration. Because an amebic 
hepatic abscess is usually sterile, 
open drainage is contraindicated be- 
cause it permits the introduction of 
the pyogenic organisms into a large 
area of hepatic necrosis. 

Aspiration should be done, em- 
ploying sterile precautions and al- 
ways in an operating room. As much 
of the exudate should be removed 
as possible. Open drainage is done 
only in cases with secondary in- 
fection. 

Pleuropulmonary complication is 
sometimes observed, consisting of 
pulmonary abscess extending from a 
hepatic abscess, bronchohepatic fis- 
tula, and empyema extending from 
a hepatic abscess. 


124 MODERN MepICciNE, May 15, 1952 





Prepared for Modern Medicine 


Treatment of Hemorrhoids 


Injection Therapy 


MARION C. PRUITT, M.D. 
Emory University, Atlanta 


IN the past there have been many 
questions as to the injection treat- 
ment of hemorrhoids, but time and 
usage have established certain facts. 

The object of such therapy is to 
produce, by irritation with a chemical 
sclerosing agent, sufficient fibrosis to 
shrink the network of dilated blood 
vessels forming the hemorrhoids, 
without causing sloughing of tissue. 
The sclerosing agent causes the deli- 
cate endothelial cells that line the di- 
lated venous plexuses to disappear 
rapidly and be replaced by connec- 
tive tissue cells. The scar tissue tends 
to contract and, in contracting, to 
obliterate the dilated veins, causing 
shrinkage and disappearance of the 
hemorrhoids. 

The injection treatment of hemor- 
rhoids is a surgical procedure and is 
not without danger. It should not be 
used by one who lacks knowledge of 
the anatomic structures involved or 
familiarity with the procedure. Injec- 
tion of solution too low or too much 
in one place or into the surrounding 
tissues, or failure to follow strict 
aseptic technic, may cause sloughing 
followed by hemorrhage or ulcera- 
tion. 

Operation and not injection ought 
to be done when other lesions or 
complications are present. 

Anatomically, two distinct types 
of hemorrhoids exist: external and 
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internal. Only internal hemorrhoids 
are suitable for injection. The exter- 
nal hemorrhoidal plexus is an indis- 
tinct ring or circular mass around the 
anus, so arranged that it is impos- 
sible to inject the varicose structures 
without getting most of the solution 
into the surrounding tissue. This 
results in incomplete sclerosing of 
the venous plexus and occasional 
sloughs and abscesses. The very ri¢h 
nerve supply to the anus is through 
the cerebrospinal nervous system 
which, next to the eye, is the most 
sensitive area in the body. Injection 
of a sclerosing agent into this region 
causes intense pain. Therefore, ex- 
ternal hemorrhoids are not suitable 
for injection. . 

The principal contraindications to 
sclerosing therapy of internal hem- 
orrhoids are: fissure-in-ano; strangu- 
lated irreducible sloughing; gangre- 
nous internal hemorrhoids; ulcera- 
tion, stricture, or acute or subacute 
inflammation of the anus or rectum; 
new growths; sensitivity to the sclé 
rosing agent; or other marked allef- 
gic conditions. Some of the foregoing 
contraindications may be corrected, 
changing an unsuitable case into @ 
suitable one. 

The size of the varicosity of the 
internal hemorrhoidal plexus makes 
little difference in the results of treat- 
ment. Injection should be made 
through an anoscope well above the 
mucocutaneous junction. 

If a sufficient number of injections 
are properly made under the mucosa 
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over the hemorrhoidal mass or into 
the center of the pile, a permanent 
cure may be expected in 60 to 75% 
of suitable cases. | sually, about four 
injections into each hemorrhoid are 
made at two- to three-week intervals 
or after all induration from previous 
treatment has subsided. 

When certain physical, financial, 
Or other conditions prevent opera- 
tin, injection treatment may be used 
a8 a palliative measure to decrease 
Of control protrusion and bleeding. 
Patients with hemophilia are prob- 
ably better treated by injection than 
by operation. In such cases precau- 
tiOns against overtreatment should 
be observed and the smallest possible 
caliber needle used. 

The sclerosing agents most com- 
monly used are carbolic acid and 
quinine hydrochloride. The 
sifength and diluents of the solution, 
the amount, and the point and meth- 
od of injection are matters upon 
Which opinions differ. 

The oldest and most commonly 
uged sclerosing agent is carbolic acid 
in glycerin 


urea 


in strengths of 5 to 20% 
afid water, oil of 
vegetable oil. Nonabsorbable oil or 
mineral oil should not be used; it 
reMains in the tissue as a foreign 
bdédy or an oil tumor. 

If carbolic acid is to be the scle- 
rosing agent and injection is to be 
made into the center of the hemor- 
rhoidal mass and all hemorrhoids are 
to be injected at each treatment, the 
following solution has served me bet- 
ter than any tried in forty 


years: 


other 


Carbolic acid (liquid) 6 1 
Glycerin ill 


Aqua iV 


almond, or other 


This makes about a 12% phenol 
solution. From 3 to 6 minims is in- 
jected into the center of each hemor- 
rhoidal mass, well above the mucocu- 
taneous junction. All internal piles are 
injected. The second treatment is not 
given until all reaction or induration 
has disappeared—usually within about 
three weeks. Three to four treatments 
into each hemorrhoid will be nesssary 
for complete sclerosis. 

If the sclerosing agent is carbolic 
acid and a submucous injection is to 
be made, a vegetable oil is the pre- 
ferred vehicle, oil of almond being 
the most frequently used. From 5 
to 10° carbolic solution is em- 
ployed; 1 to 4 cc. of the agent is 
injected under the submucosa over 
each hemorrhoid. 

Quinine urea hydrochloride in 5% 
aqueous solution has been popular 
since its introduction in 1913. When 
used submucously, | to 4 cc. is in- 
jected over each hemorrhoid, and 
usually 1 or 2 hemorrhoids are in- 
jected at a treatment. If the injec- 
tion is made into the center of the 
hemorrhoidal mass, 0.5 to 1 cc. is 
injected into each hemorrhoid and 
all hemorrhoids are injected at one 
treatment, 


Surgical Treatment 


LOUIS E. MOON, M.D. 


Creighton University, Omaha 


SINCE the results with the injection 
method are unpredictable, I prefer 
to treat hemorrhoids by surgery. Be- 
cause of the usual presence of many 
skin folds and tags about the anal 
margin and of prolapsing tissue with- 
in the anal canal, the removal of 
hemorrhoids is a plastic operation. 
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Surgery should be used for exter- 
nal hemorrhoids, internal hemor- 
rhoids, or combinations of the two. 
Success in relieving the symptoms is 
dependent on several factors, in- 
cluding: 


® Proper selection of cases for sur- 
gery. Surgery should be deferred until 
further diagnostic work has been done 
in cases of edematous skin tags with 
a pruritic skin and very little if any 
demonstrable anal pathology, indefi- 
nite anorectal symptoms out of pro- 
portion to the pathology present, epi- 
theliomas, and chancres. 

@ Adequate operative procedure. The 
operation should eliminate local etio- 
logic factors, remove the pathology, 
and relieve the patient's symptoms. 
Careful handling of tissues is essential. 
Divulsion and forcible dilatations are 
to be avoided. 


® Adequate postoperative care. Anal 
contracture and stricture, too frequent- 
ly following routine hemorrhoidecto- 
my, may be prevented by proper after 
care. 


External skin tags are usually the 
sign of pathology within the anal 
canal. The removal of external tags 


without surgery within the = anal 
canal is usually not indicated. How- 
ever, when external hemorrhoids be- 
come thrombosed, the thrombosed 
area, depending upon the size, with 
the redundant skin tissue, should be 
excised widely. 

The thrombosed area within the 
tissue should be excised and not in- 
cised. This is best accomplished with 
infiltration anesthesia. An_ elliptic 
piece of skin overlying the throm- 
bosed area is first excised, then the 
thrombosed area is lifted from its 
bed en masse, using sharp pointed 
scissors curved on the flat to dissect 
the area from the fascia and muscle. 
Any clots lateral to the incision 


should be lifted out. Hemostats and 
sutures are rarely necessary. A small 
wick of gauze is left in the incision 
to prevent sealing of the skin edges. 
The gauze may be removed on the 
second or third postoperative day 

This is an office procedure and no 
disability should follow. When the 
thromboses are multiple and involve 
the entire anal circumference or ex- 
tend into the anal canal above the 
anorectal line, complete hemorrhoid- 
ectomy should be considered. 

In removal of internal hemor- 
rhoids and of internoexterno hem- 
orrhoids, a number of factors must 
be considered: 

Anesthetic agent—-A good aneg$- 
thetic produces complete relaxation 
of the levator and sphincter musclés 
so that the operative field is easily 
and properly exposed. Sacral blo¢ek 
is usually preferable but is difficult 
to induce. Other procedures include: 

Intravenous—Sodium Pentothal (cu- 

rare) 

Low spinal 


Inhalation 
Infiltration 


Position of the patient—An exag- 
gerated Sims gives the best exposure 
and permits assistants to help at the 
operation. The patient may also be 
placed on the abdomen with hips 
elevated. 

Lithotomy is the preferred posi 
tion when fistulous tracts involve the 
perineum or scrotum. For perform- 
ing a hemorrhoidectomy, the lithot- 
omy position is awkward. 

Any operative procedure which 
removes the pathology, relieves the 
symptoms, is not accompanied by 
complications such as postoperative 
pain, infection, hemorrhage, anal 
contracture, incontinence, or pro- 
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longed convalescence, and leaves a 
smooth perianal skin should be con- 


sidered acceptable. 
Ihe following 
used: 


procedures are 


Ope i operations 
Classic ligature operation—modi- 
fications of the Salmon operation 
Hirschman ligature operation 
Electric methods such as galvan- 
ism, electrocoagulation, and elec- 
trodesiccation 

Closed operations 
Crushing—obsolete 
Clamp 
obsolete 
Excision over a clamp and clo- 
sure 


and cautery—should be 


Excision with 
closure of 
Whitehead operation—obsoleté, or 


should be 


without clamps 
the incised area 


Combinations of open and closed 
Ihe mucosa is closed but a por- 
tion of the incision is left open. 

My personal preference is a liga- 
fre type of operation. 

Technic—For a right-handed op- 
@ator, the patient is placed in an 
€kaggerated Sims position on the left 
side. A modified Sims speculum is 
used for exposure of the anterior 
amd lateral walls of the anus and rec- 
tm and an enlarged and modified 
Richardson speculum is used to ex- 
pOse the posterior area. 

The hemorrhoid to be excised is 
exposed, and without lifting it from 
position, an incision is made from 
the upper pole along the lateral sul- 
cus, extending across the anorectal 
line onto the skin, to include the 
skin tag. A similar incision is made 
on the opposite side of the hemor- 
rhoid; the 2 incisions meet in a “V” 
on healthy skin. 

The tip of the tissue forming the 


“V” is grasped with a hemostat and, 
with a sharp knife or pointed scis- 
sors curved on the flat, the external 
and internal hemorrhoid is dissected 
from the outer tip of the incision off 
the fascia covering the subcutaneous 
portion of the external anal sphinc- 
ter. Then careful dissection is made 
of the skin tissue from the intermus- 
cular septum; the fibers of the inter- 
nal sphincter are exposed. 

By sharp dissection, these muscle 
fibers are released from the posterior 
wall of the pedicle to be formed. As 
these fibers are released from the 
posterior surface of the internal 
hemorrhoid, the bulging hemorrhoi- 
dal mass is felt to give or come down 
and traction is then made on normal 
mucosa above the mass. This com- 
pletes the dissection of this area. 

When this point is reached, the 
pedicle of the hemorrhoidal mass is 
narrowed so that it contains only the 
blood vessels supplying the area and 
a very narrow strip of mucosa. A 
ligature, O plain catgut, is placed at 
the upper and narrowest part of the 
pedicle. The tie should be on the 
bowel surface. This one tie usually 
controls all the bleeding. 

The hemorrhoidal mass is excised 
below the tie, leaving a stump '%4 
in. long. If the muscle has been 
carefully dissected, there will be no 
tension on the tie and consequently 
ne postoperative bleeding. If the 
muscle is included in the tie, how- 
ever, the muscle may retract, releas- 
ing the tie and causing bleeding. If 
the pedicles are properly narrowed, 
and the ties are staggered, the lumen 
will not contract. Bleeding from the 
bed from which the hemorrhoid was 
dissected can be controlled with fine 
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pointed hemostats and very fine ties. 
Ties should not be buried or include 
mucosa or skin. 

The usual hemorrhoid operation 
requires only ties on the pedicles. 
No attempt is made to close the in- 
cision. The sphincter muscle, when 
it regains tone, closes the incision. 
All hemorrhoidal masses are ex- 
cised in a similar manner, so that 
columns of healthy mucosa are left 
between the excised areas. 

The anal area is then “land- 
scaped.” Redundant edges of skin 
and mucosa are trimmed. Varicosi- 
ties under mucosa and skin edges 
are excised. Small satellite internal 
hemorrhoids between the larger ex- 
cised areas are excised with the 
curved-on-the-flat scissors. Very few 
of these areas have to be tied to 
control bleeding. 

The columns of normal mucosa 
remaining between the areas of ex- 
cision are inspected. Skin tags and 
folds which have not been included 
in the first excision are removed. 
Finally, 0.5 oz. of an anesthetic and 
antiseptic ointment is left in the 
rectal ampulla. A Penrose drain is 
inserted to separate the unhealed 


areas and a wedge-shaped pressure 
dressing is applied. The drain is re- 
moved in twenty-four hours. 

Postoperative orders—On the day 
of operation, A.P.C. compound 
with codeine (acetylsalicylic acid, 
acetophenetidin, caffeine citrate, and 
codeine sulfate) should be given for 
pain, repeated, if necessary, every 
three to four hours. In the unusual 
case in which relief is not obtained, 
morphine sulfate, % to “% gr., is 
given hypodermically. 

The patient may be up to void. 
If difficulty is experienced in void- 
ing, the dressing may be loosened. 
If the patient is still unable to void, 
he should be catheterized as often 
as necessary. 

The patient is up and about as de- 
sired on the day after operation. 

A high-residue diet is started the 
day after operation. Water is given 
when desired. 

Mild catharsis is started on the 
first postoperative day. Hot sitz baths 
are used reutinely after any stool, 
twice daily otherwise. 

The patient usually leaves the hag- 
pital on the third or fourth postop 
erative day. 


am 


MODERN MEDICINE, May 15, 1952 


129 

















Prepared for Modern Medicine 


Injuries. Perforations. and Foreign Bodies 


HAROLD LAUFMAN, M.D. 


Northwestern University, Chicago 


WOUNDS of the 
fectum are prone to occur in con- 
jenction with other injuries. The 
@ntry wound need not be near the 
fectum and may have dominating 
symptoms so that the rectal injury 
may be incompletely investigated. 

Bleeding from the rectum may not 
Be easy to evaluate after it has 
Ceased. Determination of rectal per- 
fOration, not disclosed by palpation, 
ig best done by proctoscopy. 

Adequate treatment for small ex- 
tfaperitoneal rectal wounds consists 
Of drainage by either a parasacro- 
eOccyzea! incision or a curved trans- 
Verse incision below the tip of the 
COccyx. Removal of the coccyx does 
nmOt accomplish drainage of the peri- 
réctal space and is best not done un- 
léss the cocceyx has been injured 
OF reconstructive suture cannot be 
otherwise accomplished. 

The wound tract should be ade- 
qUately debrided. The endopelvic 
fa$cia must be incised in performing 
the drainage. A small rectal wound 
need not be sutured. 

A colostomy must be done for di- 
version of the fecal stream. When 
the rectal perforation is small, a sig- 
moid colosfomy will suffice. With 
destructive defects, the colostomy is 
made in the transverse colon; the 
left colon is then free for mobiliza- 
tion pull-through procedure 
can be performed later if part of the 


extraperitoneal 


and a 


rectum has to be sacrificed. 
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Wounds of the intraperitoneal rec- 
tum and sigmoid colon are treated 
by laparotomy. Closure of the per- 
foration, with or without debride- 
ment of the visceral defect and 
without narrowing the lumen, is 
mandatory. A proximal colostomy 
should accompany the repair if deep 
in the pelvis. A high wound may 
serve as the colostomy. Sometimes 
the wound can be sutured and the 
sutured area exteriorized. In wounds 
of the colon, the bowel must be mo- 
bilized from its retroperitoneal bed, 
lest a perforation be overlooked. A 
flank drain is occasionally indicated. 
Tetanus antitoxin, or a booster injec- 
tion of toxid, and massive antibiotic 
therapy are given preoperatively. 

Foreign bodies lodged in the rec- 
tum may enter through the mouth 
or anus. Orally ingested are such 
objects as fishbones, seeds, or fruit 
cores or items swallowed by patients 
with eating aberrations, such as 
razor blades or nails. Among objects 
entering from below are enema can- 
nulas, thermometers, or bottles. 

Objects in the crypts or free in the 
ampulla can be taken with forceps 
after anal dilatation or posterior 
sphincterotomy. The mucosa must 
be examined for lacerations or per- 
ferations. High-lying blunt objects 
may be extracted from below after 
milking down through a laparotomy 
incision. If the object is sharp or 
large, colotomy may be needed. 
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Cause and Therapy of Coccygodynia 


GEORGE H. THIELE, M.D. 


Kansas City General Hospital, Kansas City 


IN cases of direct injury, the pain 
in coccygodynia is usually localized 
in the coccyx. In about 85% of in- 
stances, however, the pain is in the 
sacrococcygeal joint or the muscles 
partially inserted into the lateral 
borders of the coccyx. 

The chief causes of coccygodynia 
may be classified as [1] trauma, [2] 
anorectal infection or infection of 
the urethra, prostate, or cervix, the 
lymphatic drainage from these struc- 
tures being into the pelvic lymphat- 
ics, [3] poor sitting posture, and [4] 
previous surgery. Coccygodynia is 
far less frequentiy of rheumatic or 
neuralgic origin than is commonly 
believed. 

It will be noted that all the etio- 
logic factors listed produce myositis 
or spasm of the levator and coccyg- 
eus muscles. Inasmuch as_ these 
muscles are inserted into sides of the 
coccyx, the spasm increases flexion 
and pressure upon the sacrococcyg- 
eal and intercoccygeal joints. 

Patients with coccygodynia give a 
history of severe aching pain in the 
region of the coccyx. Intensity of 
the pain is augmented by continued 
sitting and is worse on rising from 
the sitting position. Although 60% 
of cases are the result of infection, 
the exciting factor is often a long 
automobile ride, long continued sit- 
ting, parturition, or slight trauma 
such as bumping against furniture. 

Digital anorectal examination will 


reveal marked spasm of the levator 
and coccygeus muscles. Massage of 
the spastic muscles cures 60% of 
cases. The patient is placed in the 
left lateral Sims position. A finger 
is inserted into the rectum, its flexor 
surface lying across the bellies of the 
levator ani and coccygeus muscles. 
A gentle stropping motion is uséd 
back and forth lengthwise ten to fif- 
teen times along the muscles from 
their origins in the lateral wall of the 
pelvis to their insertions in the later- 
al borders of the lower sacrum and 
Coccyx. 

Only as much pressure is used as 
the patient can tolerate. The patient 
should strain down. 

Massage is repeated daily for four 
or five days, then every other day for 
a week, and gradually less often until 
pain has disappeared. Improvement 
is generally evident in ten days. 

When pain has not been relieved 
by massage and medical treatment of 
existing foci of infection, and spasm 
is still present, surgical removal of 
the foci of infection should be done, 
followed by a course of massage. 
Anal ulcers, crypts, hemorrhoids, 
and fistulas should be removed with 
meticulous care, even though their 
gross appearance does not seem to 
warrant removal. Infected cervices 
should be cauterized. 

Removal of the coccyx will not 
relieve coccygodynia unless the coc- 
cyx is diseased. 
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Psychosomatic Aspects of Proctology 


THOMAS P. ALMY, M.D. 


New York Hospital—Cornell 


THE symptoms and signs of many 
Patients who consult a proctologist 
are wholly or partly due to the bod- 
ily mechanisms which accompany 
€motional conflict. Just as the hu- 
Man face manifests emotion by in- 
Yoluntary frowning, blushing, or 
§weating, the human colon under- 
goes marked changes in motility, 
€ngorgement, and secretion during 
Periods of emotional tension. 

' The occurrence of colonic symp- 
foms, such as constipation or diar- 
fhea, during temporary stress in 





om 





‘ ' ‘ 
1o 20 30 40 
MINUTES 


Fig. 1. Colon during fear of cancer 


stable persons is well known. Ob- 
servations on a number of colosto- 
mies have indicated that this coinci- 
dence is based upon very significant 
changes in the appearance of the 
colon. In the routine performance 
of proctoscopy, severe degrees of 
spasm and engorgement may dis- 


Medical Center, New York City 


appear when the patient is reassured 
or may appear when he becomes’ 
embarrassed or acutely anxious. 

During prolonged proctoscopic 
study of the sigmoid colon in 13 
healthy medical students, we have 
regularly observed engorgement and 
occlusive spasm when severe pain 
was produced by putting the hand 
in ice water or compressing the head 
with a metal band. In all 13, the 
painful experience resulted in se- 
vere emotional conflict, which coin- 
cided in time with the colonic 
changes. In other subjects the stim- 
uli were equally painful but not 
emotionally disturbing, and the ap- 
pearance of the colon did not 
change. 

In one subject being observed 
through the proctoscope, a hoax was 
designed to convince him that he 
had a carcinoma of the rectum. His 
colon then developed engorgement 
and marked spasm, as shown in Fig- 
ure 1. A classmate was later sub- 
jected to the same hoax, but devel- 
oped neither emotional tension nor 
colonic change, as he realized he 
was being used as a control for the 
former experiment. From these re- 
sults it is evident that marked change 
in the colon is an expected accom- 
paniment of emotional tension. 

Similar changes accompany emo- 
tion in patients with “irritable co- 
lon.” To show this, during prolonged 
proctoscopic observations, patients’ 
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feelings were aroused by an unsym- 
pathetic interview, and the coinci- 
dent changes in the bowel were 
noted. A 37-year-old German house- 
wife (Fig. 2) became angry and 
defensive when it was suggested that 
her relatives in Germany had de- 
served to suffer as much as they 
had under Allied bombardment. 
Marked spasm and engorgement of 
the colon developed during the in- 
terview. These changes occurred at 
two other times when she sponta- 
neously discussed matters which were 
emotionally disturbing to her. 

From these observations it has 
been concluded that the many pa- 
tients with irritable colon may have 
marked changes in the form and 
function of the bowel for no other 
reason than tension or emotional 
conflict. We have locally adopted a 
semiquantitative scheme for record- 
ing these appearances, to stimulate 
accuracy in our observations (see 
table). These changes may be such 
as to suggest to the proctoscopist a 
diagnosis of nonspecific proctitis, 
lymphogranuloma venereum, low- 
grade diverticulitis, or ulcerative co- 
litis. Failure to identify them as 














Monutes 


Sigmoid reactions during stress 


Fig. 2. 
functional may lead to much ill-ad+ 
vised therapy. 

The realization that the objective 
appearances of the irritable colon 
can be induced by emotional stimuli 
should lead us to give psychotherapy 
the leading role in the treatment of 
such patients. Since irritable colon 
is a common cause of bowel dysfunc 
tion, and since such disorders comes 
monly predispose to a variety of 
proctologic conditions such as hems= 
orrhoids, fissures, and prolapse of 
the rectal mucosa, these findings 
have wide implications for the paths 
ogenesis of anorectal lesions. 


SCHEME FOR RECORDING CHANGES IN COLONIC FUNCTION 





Grade Contractile state 


Engorgement 





Lumen over 3 cm. wide, large 


haustrations 


smaller haustrations 


Lumen 
broad folds 


by manipulation 





Lumen 2 to 3 cm. wide, with 
1 to 2 cm. wide, with 
Lumen occluded, but passable 


Lumen occluded; impassable 


Thin, pale mucosa, with major 
submucosal veins showing 
through 

Mild injection: smaller 
mucosal veins visible 
Submucosal vessels obscured; 
diffuse pale pink mucosa 
Medium rose color 


sub- 


Bright red or purple 
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Advances in Therapy of Rectal Procidentia 


HARRY E. 
Temple 


THE outstanding trend in the mod- 
ern management of procidentia or 
complete prolapse of the rectum is 
the acceptance of the abdominal ap- 
proach as superior to the heretofore 
popular perineal methods. 

Responsible for this avenue of at- 
tack has been the high recurrence 
rate following perineal procedures 
alone, plus the increasing safety as- 
sociated with major abdominal oper- 
ations involving the rectum = and 
‘colon; mortality rates are reaching 
lower levels. 

As a result the colonic surgeon 
has been able to broaden his arma- 
mentarium to include many methods 
of correcting prolapse. From these 
the can select the combination of 
procedures most applicable to the 
case at hand. Such a combination ts 
Superior to any single method. 

Anatomy—Procidentia is a hernia 
of the sliding type and must be treat- 
ed as such. Since most abdominal 
hernias are protruded through a de- 
fect in the transversalis fascia, we 
are not surprised to find the pelvic 
component of this connective tissue 
deficient at the site of greatest weak- 
ness. 

Chis is anterior to the rec- 
tum and allows the anterior rectum 
and peritoneum to protrude down- 
ward through the perineum. Small 
intestine may Occasionally lie in the 
hernial sac. In advanced cases, the 
only check to extreme herniation is 


area 


BACON, M.D., AND HOWARD D. TRIMPI, M.D. 
University, Philadelphia 


the mesorectum. The continuation 
of the transversalis fascia in the pel- 
vis is represented by the endopelvic 
fascia, a sheet of connective tissue 
which forms the inner lining of the 
true pelvis and lends extensions 
which enclose the retroperitoneal 
pelvic viscera. 

Beneath the pelvic peritoneum are 
two prominent condensations of this 
fascia which embrace the middle 
hemorrhoidal vessels and support the 
rectum by attaching to the antero- 
lateral surfaces. These are known as 
the rectal lateral ligaments. They 
can readily be demonstrated and, 
when necessary, lend themselves to 
surgical revision. When these two 
ligaments are united anterior to the 
rectum, they are shortened and the 
support of the rectum is greatly en- 
hanced. 

Treatment—lIt is well known that 
many inguinal hernias can be per- 
manently corrected by doing nothing 
other than reducing the sac and ob- 
literating it through the abdominal 
cavity. This principle is applicable 
to procidentia and is illustrated by 
closure of the cul-de-sac which we 
employ consistently together with 
other measures. 

Additional procedures are of val- 
ue. In the female, shortening of the 
uterosacral ligaments, a maneuver 
that is accomplished by uniting these 
ligaments anterior to the rectum and 


(Continued on page 138) 
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Reasons for the clinical effectiveness 

of Furacin include: a wide antibacterial 
NEW spectrum, including many gram-negative 

and gram-positive organisms — 

TH ERAPY effectiveness in the presence of wound 
exudates — lack of cytotoxicity: no 
interference with healing, phagocytosis, 

FOR or ciliary action — water-miscible 
vehicles which dissolve in exudates — low 
incidence of sensitization: less than 

SINUSITIS 5% — ability to minimize malodor of 
infected lesions — stability. 

RHINITIS Contains Furacin 0.02% _ brand of nitro- 
furazone N.N.R. and ephedrine * HCl 
1% in an isosmotic, aqueous vehicle, 


Furacin® Nasal 
with ephed rine 


Excellent results are being obtained 

with Furacin Nasal in cases of acute ? amy" 
and chronic sinusitis and rhinitis. It is FURALIN 
being administered by dropper, atom- NASAL 


izer, cannula or the displacement seTiT omcomne 
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EPHEDRINE HYDROCHLORIDE 


Even those notoriously refractory sa? er ueNTLMERCURIC ACTON 
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conditions: atrophic rhinitis and 
ta i Many Cf: FEW Inc 


ozena* show marked benefits from Lae 





Furacin therapy. CO Mt rue oye 
*Thornell, W. C.: Arch. Otolaryng. 52 :96 
(July) 1950. 
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NITROFURANS 


Ef FON Gc ol, 


NORWICH NEWYORK h unique class of 
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PROCTOLOGY SYMPOSIUM 


posterior to the uterus, is of benefit. 
Suspension of the uterus has also 
performed in 


been many of our 
Cases. 

We have based much of our suc- 
cess upon the suspension of the pro- 
lapsed bowel. In itself, this measure 
is of little curative benefit, but it has 
a complementary value when under- 
tuken to maintain hernial reduction 
until the newly apposed low pelvic 
‘structures can heal. By suspending 
the rectum, downward migration of 
the bowel is prevented and, although 
this check may be temporary, it al- 
lows for successful fixation of the 
revised perirectal tissues. In our ex- 
perience, this suspension is best per- 
formed by first elevating the rectum 
from the low pelvis and then fixing 
the low sigmoid colon to the ex- 
posed tendon of the psoas muscle. 

In 3 cases of severe procidentia, 
Suspension was augmented by ante- 
Tior resections of the upper rectum 
Bnd distal sigmoid colon. In these 
Gases fixation of the bowel to the 
psoas muscle tendon was also per- 
formed. 

Surgical technic—Upon entering 
the abdominal cavity, the sigmoid 
Colon is freed from its peritoneal at- 
fachments on the left and the dissec- 
fion is continued down into the low 
pelvis. 

Then a similar incision is carried 
down into the pelvis on the right. 
These incisions join each other in 
the depths of the cul-de-sac anterior 
to the rectum. 


MODERN MeDIC 


The rectum is then separated from 
the sacrum posteriorly and dissec- 
tions are carried laterally, so that 
each lateral ligament is clearly dem- 
onstrated. The lateral ligaments 
then drawn together anterior to ine 
rectum, where they are approximat- 
ed by interrupted sutures of fine silk 
or chromic catgut. 

The elevated rectum is then sus- 
pended by attaching the distal third 
of the sigmoid colon to the tendon 
of the psoas muscle. Heavy silk is 
employed and 3 or 4 interrupted su- 
tures approximate the antimesenteric 
taenia to the exposed tendon. The 
cul-de-sac is now obliterated by the 
use of purse-string sutures. Addi- 
tional procedures such as shortening 
of the uterosacral ligaments and sus- 
pension of the uterus can be per- 
formed. 

Statistics—In our series, 49  pa- 
tients were operated upon for com- 
plete prolapse of the rectum. Peri- 
neal methods were used in 7 cases. 
The abdominal approach was em- 
ployed for 42 patients; among these, 
three constant procedures were fol- 
lowed: [1] shortening of the lateral 
rectal ligaments, [2] obliteration of 
the cul-de-sac, and [3] suspension of 
the rectum through fixation of the 
sigmoid colon to the psoas muscle 
tendon. 

In 3 cases anterior resection of the 
upper rectum and distal sigmoid co- 
lon was employed. 

Among these 42 cases were 5 
recurrences, an incidence of 11.9%. 
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Activation and Potentiation of Oral B,. 


The use of an intrinsic factor is an important new. 
ment in the oral treatment of anemia.':?:? The 
factor, in the form of desiccated duodenum, acti¥ 
potentiates absorption and utilization of ord 
B)2.''? The presence of folic acid “>* and asc 

further enhances the antianemia property of vitf 
Thus a rapid and complete response can be reg 
tained by the combined use of the most effecti¥ 
poietic factors plus an activator. ; 





Therapeutic requirements frequently vary in | 
vidual case. Armatinic is, therefore, supplied 
essential variations for a wider latitude in the ff 
of the anemias. 
1) Brit. Med. J. 2: 585-589, 1950; (2) Univ. Hosp. Bull., 
15: 49, 1949; (3) LAMA, 145: 66-71, 1951; (4) Am. Ji 


80: 2, 1950; (5) Health Center J. (Ohio St. Univ.) 
(6) Bull. New York Acad. Med. 27: 391, 195). 
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Patient sustained o hot-woter burn 
on left leg at age 15. Five years 
later, following a slight trauma, 
ulcer developed which became pro- 
gressively larger and deeper over 
period of 26 years... despite 
medical therapy (radon, sulfon- 
amide, penicillin, chloresium, allan- 
toin, zinc oxide ointments, irradia- 
tion, skin grafting). Photograph 
(left) shows ulcer covered by ten- 
acious, greenish-yellow, offensive 
smelling exudate. 


jon of Tryptar and after 26 years of unsuccessful therapy. 


Ms of 250,000 Armour Units 

pr powder were applied 

t blower following rinsing 

th Tryptar Dilvent (Soren- 

sphate Buffer Solution). 

minutes, Tryptar powder 

Ds sv alied off; approximately 90 
cent of necrotic tissue had dis- 
appeared. Six hours later, Tryptar 
owder was again applied and re- 
pected once on following day. 
wenty-four hours after first appli- 
ation of Tryptar, uicer was prac- 
ically clean and odorless. Photo- 
graph ot this time (right) shows new 
lation tissue throughout the 


Twenty-four hours after institution of Tryptar. 


The Armour Laboratories Brand of Purified Crystalline Trypsin. 





WHAT IT IS...... Purified crystalline trypsin, a natural enzymatic 


agent... for selective physiologic debridement 


... Non-toxic, non-antigenic, non-sensitizing.'?:>4 


WHAT IT’S FOR... Suppurating and necrotic lesions and infected 
wounds, such as Varicose Ulcers, Decubitus Ulcers, 
Diabetic or Arteriosclerotic Gangrene, and Open 
Infected Wounds. Tryptar is also indicated in 
many other conditions where necrotic tissue is 


present. 


WHAT IT DOES... . Causes dissolution of necrotic tissue and removes 
debris without adversely affecting living tissue. 


HOW TO APPLY... /f the lesion is moist: irrigate lesion with Tryptar 

(IN SURFACE ULCERS) Diluent (Sorensen's Phosphate Buffer Solution) to 
adjust the surface pH for optimal efficiency; then 
apply Tryptar powder by use of powder blower 
or by sprinkling from the original vial. 


If the lesion is dry: Prepare 
Tryptar solution by adding 25 
cc. of Tryptar Diluent to the vial 
containing Tryptar powder 
(250,000 Armour Units); moisten 
sterile gauze sponges thoroughly 
and cover area to be treated. 


ME en 


nan eehate ee SUPPLIED: Tryptor is supplied as a two-vial 

iperg ts lobbabh vee ad One 30 cc. vial contains 250,000 Armour Units (250 
rulent Empyemo. Philadelphia, W. 8. Soun- of tryptic activity) of highly purified crystalline 
ders Co., 1950; (3) Reiser, H. G.: Personal the companion 30 cc. vial contains 25 cc. of T 
Communication; (4) Roettig, L. C., et al.: Dis. Dilvent (Sorensen's Phosphate Buffer Solution) pH 7.1; 
Chest 21: 245-259, 1952, laclic adapter for ese with powder bi y 
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in GERIATRIC practice 


incidence of mild hypothyroidism 
ippec to be far higher in patients 
jast 40 than has been realized, ac- 
ding to a recent study of 360 unse- 
1d patients. The most prominent 
was chronic fatigue. When 
roid medication was given, the most 
obvious eorly result was return of alert- 
ness and physical vigor. Moreover, 
evidence is accumulating that hypothy- 
roidism may hasten the arteriosclerotic 
‘process and thus accelerate senile de- 
terioration by cumulative harm. Judi- 
cious use of thyroid in geriatric medicine 
may well develop into an important 
preventive and corrective measure dur- 
_ ing the yecrs of senescence.' 


Thyroid armour, for years the prep- 
aration of choice of the vast majority 
of physicians, is the result of original 
research in The Armour Laboratories. 
Consistently satisfactory therapeutic 
effects have established and main- 
tained Thyroid ARMOUR in the leading 
position among thyroid products all 
over the world. 


1, Kimble, S. T., and Stieglitz, E. J.: Geriatrics 
7: 20, 1952. 
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Prepared for Modern Medicine 


Pruritus Ani 


NEIL W. SWINTON, M.D. 
Lahey Clinic, Boston 


PERIANAL itching is one of the 
commonest complaints encountered 
in medicine. The majority of patients 
can be managed by the general prac- 
titioner if sufficient attention is given 
not only to the local abnormality but 
to the patient himself. 

An understanding by the patient 
of the nature of his disease, the 
possible etiology of his particular 
condition, and the fundamentals of 
the treatment to be utilized is essen- 
tial in the successful management of 
these patients. 

In general, radical surgery, injec- 
tions, and radiation therapy are to 
be avoided. Surgical correction of 
obvious local anorectal disease, how- 
ever, is extremely important, as is 
treatment of the associated second- 
ary perianal dermatitis. 

In many instances the pruritus is 
mild, transitory, and associated with 
obvious local or systemic disease. 
Sometimes correction of the local 
condition or control of the systemic 
disease is adequate for relief of the 
itching. However, many patients 
have a much more severe perianal 
pruritus which may be almost con- 
tinuous and incapacitating. Such a 
syndrome presents a definite disease 
entity. 

The natural tendency for the re- 
lief of anal itching is to rub or 
scratch the area. This, if continued, 
results in congestion, trauma, irri- 
tation, and the introduction of sec- 


ondary infection in the perianal skin 
and adjacent tissues. Probably for 
this reason a high percentage of cul- 
ture studies on the perianal tissues 
in patients with long-standing anal 
pruritus show fungous infections, 
which may be the most important 
factor in the chronicity and persist- 
ence of the disease entity. 

Although the rubbing and scratch- 
ing give temporary relief, the itching 
usually recurs, scratching is contin- 
ued, and a scratch-itch reflex devel- 
ops which, in the most severe cases, 
comes to be a definite fixation. The 
patient cannot sleep, cannot eat, and 
is continuously “itching, scratching 
or anticipating the next itch.” 

The anorectal region contains a 
sweat apparatus called the apocrine 
system which is a part of the sexual 
glandular system. This sweat con- 
tains protein and excess carbohydrate 
and is more alkaline than ordinary 
sweat. The apocrine system is pecul- 
iarly responsive to emotion, particu- 
larly sexual tension. This area with 
its high-protein, high-carbohydrate 
content is an ideal medium for the 
growth of various fungi and other 
secondary invaders. 

Excessive carbohydrate intake fur- 
ther increases the local alkalinity of 
these parts. Excessive fruit juices in 
the diet and alcohol may be signifi- 
cant at times. 

The importance of psychogenic 
factors in the background of intrac- 
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PROCTOLOGY SYMPOSIUM 


table cases must never be underesti- 
Nearly every patient with 
long-standing anal pruritus 


mated. 


severe, 


gives a history of episodes associated 


with tension. The relation of fatigue, 
worry, frustrations, family malad- 
justments, and financial upsets is 
frequently observed. Psychiatric help 
is rarely required, but with an appre- 
Ciation by the patient of psychogenic 
factors, adequate rest and sedation 
#re usually sufficient to control the 
condition. Patients must realize, how- 
ever, that episodes are likely to recur 
qguring situations of nervous fatigue 
a@nd tension. 

An attempt should be made to 
elicit the originating factors and pre- 
Vious treatment. Careful anoscopic 
Visualization of the anal canal, a 
Bigmoldoscopic examination of the 
fower bowel, routine blood counts, 
and urinalysis should be done. If 
intestinal parasites or worms are 
likely, stool examinations should be 
Made. Further laboratory and clin- 
ical investigations may be indicated. 
At our clinic, dermatologists routine- 
ly see these patients. The allergist 
too may be consulted. 

For constitutional treatment other 
than for the correction of obvious 
Constitutional disease, the most im- 
portant requirements are rest, re- 
laxation, and relief from pain. A 
small amount of a combination of 
tincture of belladonna and _ pheno- 
barbital is helpful, especially when 
some bowel dysfunction has been 
associated. An antihistamine tablet 
or capsule at bedtime may allay itch- 
ing during the night. A low-residue, 
bland diet will be helpful in cases 
with bowel dysfunction, and the in- 
take of carbohydrate, excess rough- 
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age, irritating foods, and alcohol 
should be reduced. 

The presence of certain other der- 
matologic conditions such as_ pso- 
riasis, seborrhea, eczema, and contact 
dermatitis must not be overlooked. 

In general, too much attention is 
given to the local area and not 
enough to the constitutional treat- 
ment of the patient. 

Though temporary results of radi- 
ation therapy or alcohol injections 
are often good, the permanent ef- 
fects are poor. Radiation therapy 
should be used only for patients 
with excessive sweating which can- 
not be controlled by other means. 
Radiation improperly given, exces- 
sive injections of alcohol, and many 
of the surgical procedures result in 
a permanently scarred, contracted 
anal ring which produces further 
abnormalities that may cause recur- 
rences of anal pruritus. 

Soothing, bland lotions and wash- 
es are more satisfactory for perma- 
nenf results than are the local an- 
esthetic agents. Continued applica- 
tion of certain of the antihistaminic 
ointments can result in sensitiza- 
tion. Greases and ointments should 
be avoided. 

Strict adherence must be given to 
local hygiene. We instruct our pa- 
tients to wash themselves routinely 
after bowel movements and as often 
per day as necessary with cotton 
moistened in warm water and to 
eliminate toilet tissue and soap. Ex- 
cessive moisture in this area is to 
be avoided. 

Among the local medications, 
weak dilutions of potassium perman- 
ganate are particularly efficacious, 
especially in the wet, edematous type 


MODERN MEDICINE, May 15, 1952 





— = L ee LAE = vail 
1. PROCTOSCOPE 


Combination No. | Sigmoidal Resector 
Catalog No. 4625 Catalog No. 4613 





Turell Sigmordal i 


- 
Resector |» ¢ a . 
(a a ae 
eo~ ' 
~~ 


_ ne 


° 
lemoving ection of tumor 


a re 7 
with lure! Sigmoidal Resector 
for microscopic examunation 


Combination No. | or General Practitioner's Set consists of: Proctoscope tube 10” x %” with 
obturator, insufflation lens, handle, two extra lamps, cord and current controller in walnut case. 
V4 > 
ESTABLISHED IN 1900 =o B US BY REINHOLD WAPPLER 


FREDERICK J. WALLACE, President 


American (ystoscope Makers, Inc. 


1241 LAFAYETTE AVENUE NEW YORK 59, N. Y. 





PROCTOLOGY SYMPOSIUM 


of perianal dermatitis. A solution of 
65 mg. to a liter of hot water used 
as a soak or with wet compresses 
several times a day is very satisfac- 
tory. Calamine lotion or ointment, 
particularly with a 1% solution of 
phenol added, may be all that is 
necessary for relief. 

In more severe cases, hospitaliza- 
tion and sedation and other measures 
for the relief of pain and tension 
are necessary. A slow intravenous 
infusion of a 0.2% procaine solution 
may effectively interrupt the itch 
reflex by exerting a continuous an- 
‘esthetic, antipruritic, and antispas- 
modic effect on the congested rectal 
area. To maintain this effect, prones- 
Ayl, a procaine amide, may be given 
orally. 

Burow’s solution in a strength of 
71:30, containing 1% alum and 3% 
Jead acetate, is helpful. A Cas- 
Mellani carbolfuchsin paint, contain- 
‘ing carbolfuchsin, phenol, boric acid, 
fand water, with or without resorci- 
nol, helps many. In the initial stages 
the paint is diluted in a strength of 
1:2 or 1:3. Extremes of heat and 
cold prompt relief in some 
acute situations. 

Lubrication may be supplied by 
castor oil or olive oil, but this treat- 
ment should be employed sparingly. 
Frequently following the continued 
use of potassium permanganate, the 
skin tends to become dried out and 
mildly irritated. If actual fissures 
develop, ammoniated mercury oint- 
ment or 2° silver nitrate solution 
applied to the local area may be 
helpful. Coal-tar preparations are 
sometimes used. 

As with other chronic skin condi- 
may soon lose 


give 


tions, preparations 


their efficacy, even though success- 
ful for a time. Not only must in- 
gredients in certain dermatologic 


medications be changed at intervals, 
but the strength of some solutions 
according to 


will vary the local 
effect. 

Indications for surgery are limit- 
ed to the removal of local disease, 
such as infected crypts and enlarged, 
irritating papillae. A contracted anal 
canal must be corrected. Large edem- 
atous skin tabs, fissures, fistulas, 
and any other possible local irritat- 
ing factors must be removed. Hem- 
orrhoidectomy should be advised 
sparingly. 

The iocal injection of the anesthe- 
tic-in-oil preparations, oxygen, sa- 
line solution, and various undercut- 
ting procedures have one important 
factor in common. They produce 
local anesthesia by severing the 
nerves to the area and thus effective- 
ly stop the itching and, temporarily, 
the itch-scratch reflex. However, the 
resultant scarring and other effects 
frequently seen after these proce- 
dures are not desirable. 

The type of perianal and vulvar 
itching seen in women following the 
menopause or, more particularly, in 
women in their 30’s and 40’s who 
have been castrated surgically at an 
early age is difficult to manage. Ex- 
amination will reveal no obvious 
cause for the itching. Local applica- 
tion of estrogenic substances such 
as stilbestrol in 5-mg. capsules in- 
travaginally has been helpful in 
many of these cases. 

Tattooing and undercutting opera- 
tions that require highly svecialized 
technics should not be utilized by 
the inexperienced. 
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Rectal Radiation Reactions 


SIDNEY M. SILVERSTONE, 


M.D. 


Mount Sinai Hospital, New York City 


rectum is 
doses of 


IRRADIATION of the 
unavoidable when 
roentgen rays or radium are admin- 


large 


istered to the pelvis. 

Ihe incidence of reactions 
is therefore high, especially in wom- 
en, who are subjected to pelvic ir- 
radiation more frequently than men. 
Rectal reactions vary greatly in in- 
tensity, severity, and time of appear- 
ance after irradiation, but may be 


classified as: 


rectal 


1} Rectal radiation epithelitis 
2} Rectal radiation cellulitis 
a] Rectal stenosis 
b] Radiation ulcer 
c] Rectovaginal fistula 


Rectal radiation epithelitis is a 
typical mucous membrane reaction 
to radiation similar to the mucous 
Membrane reactions seen elsewhere 
in the body, as in the oral cavity 
Or larynx. The reaction usually ap- 
pears about one week after radium 
treatment or in the third or fourth 
Week of a roentgen-ray 
therapy. It persists for one to three 
weeks, sometimes longer, then sub- 


course of 


sides gradually. 

Proctoscopically, at the height of 
the reaction, the mucous membrane 
is diffusely hyperemic with some 
edema, a few small hemorrhages, 
increased secretion of mucus, and 
occasionally a grayish fibrinous exu- 
date which covers a finely granular 


surtace. 


Symptoms of epithelitis are those 
of proctitis and consist of tenesmus, 
pain in the rectum especially dur- 
ing a bowel movement, and fre- 
guent stools which may be _ loose 
and mixed with blood, mucus, and 
pus. The immediate prognosis is 
usually good but healing may be fol- 
lowed several months later by atro- 
phy of the mucous membrane, with 
pallor and telangiectasia. 

Rectal radiation cellulitis is a 
chronic radiation reaction of all the 
pelvic tissues, particularly in the con- 
nective tissues. It is a late reaction 
which does not become manifest un- 
til six months to two years or longer 
after the completion of radiation 
therapy. It is characterized by an 
indurated thickening of the pelvic 
connective tissues that is almost in- 
distinguishable clinically from_ re- 
current cancer. It can also occur 
together with recurrent cancer. 

The predominant histologic find- 
ings are hyalinization of the connec- 
tive tissue fibers, endarteritis of the 
blood vessels, and edema, while the 
mucous membrane is thin, atrophic, 
and telangiectatic. This reaction 
usually lasts many months, some- 
times years. Healing is very slow 
and is often complicated by rectal 
stenosis, radiation ulcer, or recto- 
vaginal fistula. 

At its maximum extent, radiation 
cellulitis may involve the perirectal 
tissues, rectovaginal septum, para- 
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metria, and sacrouterine ligaments, 
all of which are greatly thickened, 
indurated, and fixed in the pelvis by 
the reaction. 

Consequently, the rectal lumen 
may be narrowed almost to the point 
of obstruction and the rectal steno- 
sis thus produced may extend into 
the rectosigmoid colon. A colosto- 
my may be required. 

In its more limited extent, radia- 
tion cellulitis may be localized to 
the rectovaginal septum, affecting 
the anterior rectal wall. In this loca- 
tion, slight trauma to the vulnerable 
atrophic rectal mucosa causes an ul- 
ceration which is chronic and is 
rapidly covered by a slough which 
may persist for many weeks or even 
for months. 

Healing of this radiation ulcer is 
slow and may be complicated by 
hemorrhage, as the slough separates, 
and by narrowing of the rectal lu- 
men from edema and _ indurated 
scarring. 

Occasionally, the devitalization of 
the tissues that comprise the recto- 
Vaginal septum may become so se- 
Vere, especially with the added effect 
of infection and trauma, that a com- 
piecte breakdown occurs and a recto- 
yacinal fistula is formed. At the 
time of fistula formation, other 
manifestations of radiation cellulitis 
are usually present. 

The opening of such a rectovagi- 
nal fistula may vary from a pinpoint 
to several centimeters in size. The 
edges of the opening are necrotic at 
first but, as healing progresses, may 
become epithelialized. Surgical re- 
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pair of the fistula is seldom success- 
ful because of the extensive devitali- 
zation of the pelvic tissues. On rare 
occasions, spontaneous closure has 
been observed. 

The symptoms of rectal radiation 
cellulitis are similar to those of epi- 
thelitis, but are much more severe 
and prolonged. Tenesmus and pain 
may be continuous. A normal bowel 
movement may be impossible. In 
addition, are the risks of hemor- 
rhage, obstruction, and incontinence. 
Treatment is nonspecific and con- 
sists of a bland, roughage-free diet, 
analgesic and antispasmodic medica- 
tion, antibiotic therapy, and general 
supportive measures for the severe 
depreciation of health which oc- 
curs. In very severe cases, colosto- 
my offers considerable relief of 
symptoms. 

Severe 


reactions may be 
prevented if the radiation tolerance 
of the pelvic connective tissues is 
not exceeded. This tolerance is in- 


rectal 


creased if the over-all time of ad- 
ministration of the radiation therapy 
is lengthened. It is decreased if there 
has been previous pelvic infection, 
surgery, or radiation therapy. 

All applications of radium require 
certain safeguards to prevent acci- 
dents of displacement and _ special 
roentgenographic studies to deter- 
mine the relative positions of the ra- 
dium sources. The object of a well- 
planned course of radiation is to de- 
liver the cancericidal dose within the 
limits of tolerance of the normal tis- 
sues so that such complications as the 
rectal reactions may be prevented. 


Nw 
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Pediatric Aspects of Proctology 


ELLIOTT S. HURWITT, M.D. 


Montefiore Hospital, New York City 


PROCTOLOGIC problems may oc- 
cur at any age within the pediatric 
period. The treatment for most of 
these conditions is similar to that 
for the same disorders among adults. 
Inflammatory lesions are found oc- 
casionally, neoplasms infrequently, 
and degenerative diseases are rare. 

However, developmental defects 
are almost peculiar to, and certainly 
dominate proctology in children. 
Primary attention will be focused on 
these problems in this paper. 

Imperforate anus—The classifica- 
tion of the variants of this anomaly 
suggested by Ladd and Gross has 
earned wide acceptance. 

Type I, readily discovered by vis- 
ual and digital examination, consists 
of a stenosis at the anorectal junc- 
tion. Repeated dilatations afford ad- 
equate therapy. 

The thin membrane covering the 
anal outlet in Type II yields to cruci- 
ate incisions followed by dilatations. 
A bulge at the perineum when the 
infant cries usually indicates this 
remediable situation. 

By far the greatest number of 
cases fall into Type III, character- 
ized by an atresia of the anus and 
of the rectum for a variable distance 
above the perineum. It is in this 
group that associated fistulas to the 
bladder, urethra, vagina, or peri- 
neum occur most frequently. 

In Type IV an atretic segment of 
rectum is interposed between normal 
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sigmoid proximally and a_ patent 
anus distally. The technic of Wan- 
gensteen and Rice, making a roent- 
genogram of the baby in the inverted 
position with a metallic marker on 
the perineum, is often an aid in esti- 
mating the gap between the peri- 
neum and patent bowel. When this 
gap is short, Types III and IV may 
be repaired in one stage from below. 

The recent publications of Rhoads 
et al. and of Norris and co-workers 
emphasize the utilization of a one- 
stage combined abdominoperineal 
reconstruction as the procedure of 
choice for most of the cases in 
Types HI and IV. However, when 
thes condition of the infant is pre- 
carious or abdominal distention is 
great, the staged procedures with a 
preliminary transverse colostomy are 
preferable, as emphasized by Arn- 
heim. 

A ringlike constriction just within 
the internal sphincter was reported 
in 39 of 100 consecutive infants ex- 
amined in a well-baby clinic by 
Brown and Schoen. This very com- 
mon anomaly usually disappeared 
spontaneously by the age of 6 
months, although in some instances 
repeated dilatations were necessary 
to overcome constipation, straining, 
and distention. Further surveys of 
“normal” infants are necessary to 
establish the incidence. 

Prolapse—Varying degrees of pro- 
trusion of the anus and rectum may 
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occur in infants and children. These 
are usually slight, and in almost 
every case respond to prompt dig- 
ital reduction, elimination of strain- 
ing by diet and oil, strapping the 
buttocks, prolonged periods in the 
prone or knee-chest position, pa- 
tience, and training. Emaciation and 
diarrhea require vigorous sympto- 
matic treatment. 

Megacolon The reemphasis by 
Neuhauser on the role of spasm, dis- 
tal to the dilated bowel, in a nar- 
rowed segment characterized by a 
deficiency of the intrinsic nerve plex- 
uses, and the popularization by 
Swenson et al. and Hiatt of com- 
bined abdominoperineal pull-through 
types of Operations to eliminate the 
obstructing area have stimulated in- 
terest in Hirschsprung’s disease. Oth- 
er surgeons have achieved compara- 


ble results solely through the ab- 


dominal route by employing a 
technic similar to a very low ante- 
rior resection or by an obstructive re- 
section of dilated bowel (Ritter and 
co-workers, Dixon and Judd). 
Obviously, these cases must be 
individualized. Surgery should prop- 
erly be reserved for the patients fail- 
ing to respond to a thorough medical 
trial. In many instances, relief will 
be obtained by diet, laxatives, and 
sympatholytic or parasympathomi- 
metic agents. Surgical sympathecto- 
my has been disappointing. Repeat- 
ed tap-water enemas to overcome 
massive distention associated with 
fecal impaction have occasionally 
resulted in a fatality owing to water 
intoxication. This catastrophe may be 
avoided by physiologic solutions. 
Congenital microcolon (Cafritz 
and Greenberg) and duplication of 


the colon (Allard et al.) have been 
described, as well as other rare con- 
genital anomalies. Early diagnosis 
and prompt surgical exploration of- 
fer the only hope for salvage. 
Polyps—The appearance of blood 
in the stool is the most common 
symptom of a polyp. Systemic le- 
sions, blood dyscrasias, and surgical 
lesions higher in the gastrointestinal 
tract, such as peptic ulcer, Meckel’s 
diverticulum, or _ intussusception, 
must be excluded when rectal bleed- 
ing is a presenting complaint. Digi- 
tal anorectal examination must be 
supplemented by endoscopy, fol- 
lowed by a barium enema study, 
preferably of the air-contrast type. 
Isolated polyps within the reach 
of the sigmoidoscope may properly 
be removed from below. Abdominal 
colotomy and polypectomy is indi- 
cated for all higher lesions, and in 
every case the entire colon must be 
palpated for unsuspected lesions. 
Malignant changes in_ solitary 
polyps in children have been re- 
ported but are uncommon. 
However, the very real danger of 
carcinoma associated with congen- 
ital familial polyposis of the colon 
demands a most aggressive approach. 
Total colectomy and a permanent 
ileostomy, possibly of the perineal 
type with sphincter preservation 
(Ravitch), has been advocated by 
some. However, the bulk of surgical | 
opinion still reserves ileostomy as a 
last resort, supporting a program of | 
ileoproctostomy, subtotal colectomy 
from the terminal ileum to the rec- 
tosigmoid, fulguration of the rectal 
polyps, and periodic sigmoidoscopic 
observation, fulguration, and biopsy | 
of subsequent polyps. 
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Geriatric Aspects of Proctology 


WILLIAM BERNSTEIN, M.D. 


University of Minnesota, Minneapolis 


THE attitude of most physicians to- 
ward aging patients has recently un- 
dergone a marked change. Because 
of the influence of physicians inter- 
ested in geriatrics and the publica- 
tions devoted to geriatric subjects, 
the lot of the elderly patient is a 
happier one. 

Most physicians have adopted the 
philosophy that the remaining days 
or years of an elderly individual 
should be made as comfortable and 
pleasant as possible. Age is no long- 
er considered a factor in attempt- 
ing to make an accurate diagnosis, 
nor do surgeons recognize age as a 
deterring factor in ridding the body 
of diseased organs or tissues. 

Time was when very little atten- 
tion was paid to changes in bowel 
habits of elderly patients or to the 
passage of small amounts of blood 
with the stools. Since these are 
now known to be the early symptoms 
of bowel tumors, a concerted effort 
is being made to learn of their pres- 
ence and make the correct diagnosis. 

More and more residents of 
homes for the aged and of infirma- 
ries are receiving the benefit of rec- 
tal and large bowel examinations. 
An effort is being made to diagnose 
such conditions as benign polyps, 
cancer, and diverticulitis and _ its 
complications early, when surgery 
can offer a good possibility of cure. 
Anorectal lesions such as hemor- 
rhoids, fissure and fistula, and anal 
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pruritus are treated to permit satis- 
factory and comfortable elimina- 
tion. The therapy is usually as com- 
plete and thorough as that given to 
younger patients. 

Sigmoidoscopic examinations us- 
ing the 25-cm. scope are rapidly be- 
coming routine procedures in many 
clinics and private practices. Since ~ 
approximately 15% of all malignant 
disease occurs in the rectum and 
colon and approximately 75% of 
these tumors are in reach of the sig- — 
moidoscope, it is only logical to in- ~ 
clude this examination in all com- 
plete surveys. Using the knowledge ~ 
and instruments now at our disposal — 
we can solve a great portion of the - 
problems arising in the large bowel. 

Preoperative surveys combined , 
with proper preoperative treatment 
render a very high percentage of 
elderly patients adequate surgical 
risks. Intelligent postoperative care, 
likewise, raises the survival rate of 
major surgery for these patients. 

Proctologic problems are com-} 
mon among elderly persons. The} 
possibility of disease in the colon | 
and rectum should be kept in mind’ 
whenever these patients are exam- 
ined. Carefully taken histories, proc- 
toscopic examinations, and roent- 
gen-ray studies of the large bowel 
will uncover pathologic processes 
which otherwise would be missed. 
Proper therapy will make possible 
years of health for aged individuals. 
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Emergencies in Proctology 


ARTHUR A. GLADSTONE, M.D. 


Burlington, Vt. 


ROBERT TURELL, M.D. 
New York City 


PROCTOLOGIC emergencies, with 
the exception of those caused by 
swallowed foreign bodies, usually 
originate in and involve the anorec- 
tum or Anorectal disorders 
usually produce local effects ame- 
nable to simple therapy, while co- 
lonic disorders produce intraabdom- 
inal and systemic effects requiring 
major surgical treatment. 

The anorectal lesion usually causes 
pain, bleeding, or swelling, or com- 
binations of these. The most com- 
mon lesions are perianal hematomas, 
irreducible prolapse, and 


colon. 


abscess, 
foreign bodies. 

Perianal hematomas (thrombosed 
external hemorrhoids) may be quite 
miassive and extend to or invoive 
the internal piles, causing prolapse 
with congestion and strangulation of 
the blood supply, eventuating in ne- 
crosis and gangrene. We _ prefer 
immediate surgical therapy to con- 
servative treatment with delayed sur- 
gery because the painful lesion is 
eliminated and the patient is quickly 
restored to economic usefulness. 

Induration in the perianal, peri- 
rectal, and pilonidal areas may be 
treated with terramycin for twelve 
to twenty-four hours: in favorable 
cases the response is prompt and 
permanent. An _ abscess, however, 
should be treated forthwith by un- 
roofing the abscess cavity. We are 


opposed to meddlesome probing for 
fistulous tracts. When the concomi- 
tant fistulous anorectal tract is read- 
ily discernible and located no deeper 
than under the subcutaneous com- 
ponent of the external anal sphinc- 
ter muscle, the fistulous tract may 
be excised at the original operation. 

Prolapse and procidentia, particu- 
larly in children and the aged, should 
be reduced promptly when the pro- 
truding mass is congested, painful, 
and tender. 

Bleeding after anorectal operative 
procedures which persists in spite 
of packing is best controlled in the 
Operating room under general anes- 
thesia. 

The colorectal lesions requiring § 
prompt attention are those causing 
intestinal perforation, suppuration, 
or obstruction. The obstructive le- 
sions may be either paralytic or 
mechanical in origin; only the me- J 
chanical require prompt surgical in- | 
tervention. 

Imperforate anus in the newborn | 
requires surgical intervention. Peri- | 
neal anorectoplasty is indicated in| 
the absence of undue intestinal dis- 
tention and vomiting. With advanced | 
intestinal obstruction, the perineal 
operation should be preceded by 
construction of a proximal vent in 
the transverse colon. 

Spontaneous introduction of at | 
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mospheric air into the colon via the 
endoscope or hydrostatic pressure 
with the aid of a diagnostic enema, 
inserted under fluoroscopic control, 
may produce complete reduction of 
intussusception, particularly of the 
colocolonic or colorectal type. These 
methods of therapy should precede 
surgery unless evidence of circula- 
tory strangulation is seen. 
Congenital rectal stricture in ju- 
Yenile patients occasionally produces 
complete intestinal obstruction requir- 
ing a proximal vent for immediate 
Felicf. Subsequently, the stricture 
May be resected with the aid of the 
double-loop, high-frequency resector 
followed by reestablishment of in- 
festinal continuity. These procedures 
@lso apply to adults with intestinal 
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SEDATIVE - ANTISPASMODIC 


obstruction caused by diaphragmatic 
strictures produced by inflammatory 
processes, and in selected cases of 
stricture of the rectum or rectosig- 
moid caused by recurrent cancer 
following so-called anterior resec- 
tions. 

Obstruction caused by a primary 
neoplasm in the left segment of the 
colon calls for the construction of 
right-sided transverse colostomy or 
cecostomy of an exteriorizing type, 
although the tube type of cecostomy 
also has merit. Cecostomy is indi- 
cated for an obstructing carcinoma 
in the transverse colon. 

Acute diverticulitis may present 
the symptoms and signs of left-sided 
appendicitis but, unlike appendicitis, 
is best treated conservatively. Recur- 
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rent bouts are treated by a right- 
sided transverse colostomy followed 
by resection of the involved segment 


of the sigmoid with simultaneous 


open anastomosis at a later date. Di- 


verticular abscess with localized or 
generalized peritonitis sometimes re- 
quires immediate transabdominal 
drainage combined with a proximal 
colostomy. A ruptured diverticulum 
should be promptly drained or ex- 
teriorized, if feasible. 

Chronic ulcerative colitis, except 
for perforation, seldom needs emer- 
gency treatment. Impending perfo- 
fation requires immediate ileostomy. 
Actual perforation necessitates trans- 
abdominal drainage, which may be 
combined with an ileostomy. Hem- 
Orrhage should be treated by blood 
transfusions. 

Volvulus of even more than 180 
degrees causing partial intestinal ob- 
Struction may be decompressed by 
a rectal tube introduced through a 
Sigmoidoscope. However, complete 
imtestinal obstruction of the closed- 
loop type, with or without irrevers- 
ible circulatory changes, calls for 
transabdominal detorsion and resec- 
tion of the involved segment. Re- 
current volvulus is best treated by 
résection and primary anastomosis. 

Injuries to the colon and rectum 
by gunshots, impalement, fractured 
pelvic bones, or objects passed via 
the anal canal may require imme- 
diate operation. The gunshot wounds 
of the colon encountered in civil- 
ian practice, unlike similar military 
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wounds, if not extensive and not in- 
volving the mesentery and mesen- 
teric vessels, may be treated by a 
two-layer closure after debridement 
with or without construction of a 
proximal vent. Exteriorization resec- 
tion is usually reserved for extensive 
lacerations Or mesenteric involve- 
ment. 

Tear of the colon caused by an 
enema usually demands prompt lap- 
arotomy, whereas tear caused at 
proctoscopy, particularly if seen 
after four or more hours, may be 
treated expectantly. In both instances 
the tear usually occurs on the anti- 
mesenteric aspect of the colon above 
the peritoneal reflection and is easily 
sutured. 

Swallowed foreign bodies may be- 
come arrested at the pyloric ring, 
ileocecal valve, or colonic flexures, 
in the rectum just above or at the 
pectinate line, or very often in the 
anal crypts causing perianorectal 
suppuration. 

Foreign bodies that become arrest- 
ed in the bowel should be removed 
promptly through an incision; resec- 
tion is unnecessary. The foreign 
body lodged in an anal crypt should 
be removed early, preferably with 
the injured crypt; the wound is left 
open to facilitate drainage. 

Foreign bodies introduced through 
the anal canal should be given a 
chance to pass spontaneously unless 
large and fragile. 

Fecal impaction requires imme- 
diate removal. 
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‘‘Whenever there is a persistently high 
level of cholesterol in the blood, there 
is a tendency toward early and severe 
atherosclerosis. And whenever there 
is severe atherosclerosis, there isahigh 
Incident of coronary heart disease. 

The list of diseases in which occur- 
rence of coronary heart disease is 
unduly frequent is familiar: diabetes, 
nephrosis, hypothyroidism, exantho- 
matosis. These have the common 
property of being associated with 
hypercholesteremia. Finally, there is 
the crucial fact that patients with 
definite coronary disease tend to have 
distinctly elevated levels of cholesterol 
in the blood serum.’’—Keys, Ancel: 
Cholesrol, ‘‘Giant Molecules,’’ and 
Atherosclerosis; J.A.M.A., 147, 1514; 
(Dec. 15) 1951. 
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Add an Orange a Day to 


Your Diet, Doctor.. 


for These Newly Realized 
Physiologic and Nutritional Benefits 


Recently rekindled interest again has fo- 
cused attention on the protopectins, the 
native form of pectin as it occurs in cer- 
tain fruits. California oranges supply gen- 
erous amounts of these complex carbo- 
hydrates. In the edible portion of the 
orange they occur in the fibrovascular 
bundles, the intersegmental walls, and 
the juice sacs. Only comparatively small 
amounts are contained in the juice. 

When the fruit is eaten whole, the in- 
gested protopectins are converted to pec- 
tin within the small bowel. Subjected 
here to progressive enzymatic action, and 
to bacterial action chiefly in the colon, 
pectin is gradually broken down into 
substances which to a large extent are 
responsible for its advantageous behav- 
iour in the tntestinal tract. 

Eating whole oranges daily can have 
far-reaching effects on nutritional health 
and general well-being, accomplished 
through the promotion of improved in- 
testinal function, a better intestinal en- 
vironment, and enhanced absorpuon of 


ingested nutrients. 





The beneficial effects of the protopectins 
begin with the release of pectin into the 
intestinal contents. Here is what you 
may look for from the daily ingestion of 
protopectins as supplied by California 
oranges, properly peeled, eaten whole: 


A Valuable Two-Way 

Regulatory Influence 
The protopectins help avoid many diges- 
tive ills and upsets. They provide a valu- 
able soothing and demulcent influence to 
counteract the effects of intestinal irri- 
tants; thus they aid in the prevention of 
diarrhea. Their high water-binding power 
leads to the formation of desirable gelat- 
inous bulk which gently cleanses the in- 
testinal wall and stimulates peristalsis, 
thereby tending to prevent constipation. 


Improved Absorption of Nutrients 


By lowering intestinal pH and lessening 
intestinal fermentation and putrefaction, 
the protopectins create an environment 
conducive to more complete absorption 
of important nutrients supplied by the 
daily diet. Thus all the foods eaten yield 
a fuller measure of their contained nutri- 
ents, without leading to weight gain, 
since their caloric contribution remains 
the same. The influence of the protopec- 


tins, of value at every age, is especially 
beneficial in the later years of life. 


Improved Intestinal Flora 


Through the release of lower fatty acids 
and galacturonic acid the protopectins 
encourage growth of normal intestinal 
inhabitants. The consequent reduction of 
intestinal pH, harmless to the normal 
flora, inhibirs growth of many putrefae- 
tive and otherwise undesirable micro- 
organisms in the intestine. In addition, 
galacturonic acid is credited witha 
detoxifying influence within the bowel. 

These beneficial effects are over and 
above the multiple vitamin values of 
oranges. Oranges remain the best practical 
source of vitamin C. Hence, to assufe 
adequate intake of vitamin C, by all 
means continue drinking your daily quota 
of orange juice. But for the important 
benefits the protopectins can bring yom, 
eat at least one whole orange every day. 

Sunkist Oranges are the finest of the 
crop of California, where sunshine, min- 
eral-rich soil, and cool nights combine to 
produce oranges of the highest quality. 


SUNKIST GROWERS 


Los Angeles 54 e California 


Sunkist 
Caljfornta Cranges 
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Proctology 


HOYT R. ALLEN, M.D. 


University of Arkansas, 


IN the practice of proctology, it 
sometimes becomes expedient or 
Recessary to perform minor surgical 
procedures in the office. As a gen- 
eral rule, | do not recommend the 
performance of rectal operations on 
ambulatory patients, but some of 
the pathologic processes, because of 
their acuteness or superficial nature, 
lend themselves readily to treatment 
Without hospitalization. 

Probably the most common con- 
dition seen by proctologists which 
benefits from immediate surgery is 
the external thrombotic hemorrhoid. 
As a rule, if one sees the patient 
Within twenty-four to seventy-two 
hours after the onset, it is wise to 
extract the clot. If the patient is not 
s€en until after this period of time, 
cCOnservative therapy will usually 
suffice, though some will have con- 
siderable pain for five to seven days 
aad will obtain relief from throm- 
bectomy. 

Local infiltration using a 2 pro- 
caine hydrochloride solution is em- 
ployed for anesthesia and the clot is 
removed by excision of an elliptic 
segment of skin with the underlying 
thrombus. Bleeding is ordinarily 
slight, though coagulation of a per- 
sistent bleeder is occasionally neces- 
sary. 

A small strip of a hemostatic agent 
moistened with an agent that gives 
prolonged topical anesthesia is placed 
over the open wound with one end 
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loosely inserted into the anal canal, 
and a dressing is applied. This serves 
as both a hemostatic and analgesic 
measure. The patient is instructed to 
take a hot sitz bath in about four to 
six hours; the gauze wick is passed 
spontaneously with the first bowel 
movement. 

Anal fissures are found in about 
70% of patients operated upon for 
rectal disorders. In a small percent- 
age of patients, an acute superfi- 
cial fissure may be present without 
an associated chronic inflammatory 
change, and surgical treatment in 
the office may be sufficient for a 
cure. Especially is this true if the 
patient has considerable sphincter 
spasm with attending pain. 

The base of the ulcer is infiltrated 
with 2% procaine solution and the 
fissure is incised down to and in- 
cluding the subcutaneous fibers of 
the external anal sphincter. Bleeders 
are sutured with plain O catgut if 
necessary and a dressing is applied, 
using a hemostatic substance. Fol- 
low-up examination is important to 
be sure that the wound heals smooth- 
ly from the base. 

Small ischiorectal and postanal 
abscesses may be opened, using local 
anesthesia. This will allow the sub- 
sequent fistula to develop. The pa- 
tient should be told of this likeli- 
hood and that a fistulectomy will 
be necessary at a later date. 

A very superficial uncomplicated 
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digitaline nativelle * 


chief active principle of digitalis purpurea for positive, controlled maintenance 


Initial compensation of the failing heart may now be accomplished in hours 
rather than days — but maintenance of the compensated state is 

often a regimen of years. Continuous adjustment of the daily cardiotonic dose, 
which may contribute to patient morbidity, is often obviated when 

a preparation of reliable, constant and unvarying potency is employed. 


DIGITALINE NATIVELLE, the pioneer digitoxin, is such a preparation. 
It provides a uniform dissipation rate with full digitalis effect between doses, 
Switch your “difficult” patients to DIGITALINE NATIVELLE for smoother 
maintenance. Prescribe it for initial digitalization. You will be impressed 
with its rapidity of action and virtual freedom from local side effects. 

DIGITALINE NATIVELLE is available, at all druggists. in three strengths 

for precise dosage — 0.1 mg. (Pink), 0.15 mg. (Blue), 0.2 mg. (White). 

Because of the high order of purity. most patients are adequately 

maintained on 0.1 mg. daily. The average dose for digitalization 

is 1.2 mg. in three equal doses at 4-hour intervals. 


Send for brochure: “Modern Digitalis Therapy.” Clinical sample available on request, 


VARICK PHARMACAL COMPANY, INC. (DIVISION OF E. FOUGERA & CO. INC.) NEW YORK 13, WN. Y. 
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fistulous tract is occasionally suit- 
able for office treatment. A solution 
of 3° Metycaine is injected into the 
tract and from 
the external to the internal opening. 


sufficient to 


the latter is incised 


*ressure Is generally 
control bleeding and a dressing sim- 
ilar to that used for hemorrhoids and 
fissures 1s applied. Postoperative care 
must be diligent so that the wound 
heals from the base up. 

On occasion, one sees small hy- 
pertrophied anal papillae and_ shal- 
low crypts which are not associated 
with any other pathologic conditions. 
These are frequently the precursors 
of more serious trouble and should 
therefore be removed. Using local 
anesthesia, the papillae are removed 
through an operating anoscope and 
the crypts are merely opened up by 
a crypt hook with a sharpened con- 


cave border. 





‘You don't have a mole on the end of your nose. 
It's just a pigment of the imagination.” 


SYMPOSIUM 


Much has been written about the 
injection treatment of hemorrhoids. 
Uncomplicated internal hemorrhoids 
without ulceration, thrombosis, or 
iniection may be treated in this man- 
ner in selected cases. I employ a 
solution of 5% phenol in cottonseed 
or other suitable vegetable oil, and 
inject enough solution to just per- 
ceptibly blanch the mucosa. Usually 
the three major groups are injected 
at One sitting and the procedure is 
repeated at seven- to ten-day inter- 
vals until the fibrosis has become 
satisfactory. 

Lastly, is the occasional case of 
pruritus ani which may benefit from 
a subcutaneous injection of a long- 
lasting anesthetic. In these instances, 
I use a solution of oil-soluble anes- 
thetic, depositing 5 cc. on either side 
of the anus, just beneath the skin, 
but not into the sphincter muscle. 


Life’s Weary 


Moments 


Think of a gag 
that fits the illustra- 
tion. For every issue 
a new gag is pub- 
lished and the author 
is sent $5. The May 
15 winner is 


M. M. Marshall, M.D. 
Memphis 


Mail your caption to 
The Cartoon Editor 
Caption Contest 
No. 1 
MODERN MEDICINE 
84 South 10th St. 
Minneapolis 3, Minn. 
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SIMPLE TO 
PREPARE AND 
HIGHLY PALATABLE 


For adults and children, Arobon 
is simply prepared by stirring 
the powder into milk. Average 
dose for adults, two level table- 
spoonfuls in four ounces; for 
children, one level tablespoon- 
ful in four ounces. 
. or infants, two level teaspoon- 
fuls in four ounces of skim milk 
or water and boiled for '% 
minute, 
When mixed with milk, Arobon 
pleasant chocolate- 


Arobon 


meets the patient’s 
first demand 


In diarrheas, Arobon assures rapid control of the 
abdominal distress, the frequent stools, and the 


resulting generalized discomfort. 


Processed from specially prepared carob flour, 
Arobon contains a high proportion (22 per cent) of 
pectin, lignin, and hemicellulose. Its adsorptive and 
demulcent actions serve to remove offending bac- 
teria and toxins, and the gelatinous mass it forms 
on taking up water soothes the inflamed bowel. 

Arobon produces excellent results in the non- 
specific diarrheas of adults, children, and infants, 
often leading to formed stools in 12 to 15 hours. Jn 
the specific dysenteries, its action is valuable in con- 
junction with indicated chemotherapeutic agents. 

Available in five ounce bottles 


through all pharmacies 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 





Prepared for Modern Medicine 


Consti pation 


ELIHU KATZ, M.D. 


New York Polyclinic Medical School and Hospital, New York City 


AMONG the important causes of 
Constipation are failure to eat enough 
food roughage, lack of sufficient 
amounts of fluids, and improper eat- 
ing habits. Psychogenic and neuro- 
genic disorders and similar condi- 
tions associated with functional dis- 
tarbances of the autonomic nervous 
system may produce atonicity or hy- 
pertonicity of the colon, both of 
Which interfere with normal bowel 
Movements. 

Voluntary neglect of immediate 
response to the urge to defecate, and 
failure to take sufficient time to do 
sO, Cause constipation. Habitual fail- 
Ufe to answer the normal urge even- 
tally dulls the mechanism by which 
eVacuation takes place, leads to a 
néed for regular use of cathartics, 
aQ@d eventually to the establishment 
of habitual constipation. 

Fatigue or lack of exercise may 
bé responsible for constipation. A 
cérftuin amount of exercise is neces- 
sary tO maintain tonus of intestinal 
muscles. 

Endocrine upsets may disturb reg- 
ularity of bowel movement. The re- 
lationship between endocrine glands 
and autonomic nervous system, upon 
which tonus of the gastrointestinal 
tract denends, is well known. Thy- 
deficiency in many instances 
leads to insufficient bowel stimula- 
tion and constipation. In such cases, 
administration of thyroid may se- 
cure normal bowel movements. 


roid 


Constipation associated with infec- 
tious diseases, chronic debilitating 
disorders, chronic systemic diseases, 
and malnutrition may be explained 
on the basis of either toxemia or 
loss of muscle tonus, or both. 

Gastric ulcer and cancer are fre- 
quently accompanied by constipa- 
tion. Gallbladder disease, with or 
without gallstones, has constipation 
as a presenting symptom. The con- 
Stipation is explained by reflex ac- 
tion and colon spasticity. 

Anorectal diseases such as fis- 
sures, hemorrhoids, and spastic dis- 
turbance of the rectal sphincter 
produce constipation by interference 
with expulsion of the feces. They 
require local surgery which yields 
excellent results. 

Malignant or benign strictures, 
strangulated hernia, volvulus, intus- 
susception, tumors, foreign bodies, 
organic diseases of the colon, and 
external pressure as from malposi- 
tion of the uterus cause mechanical 
constipation. 

Too frequent use of cathartics 
leads to constipation. Since most 
cathartics eventually lose their ef- 
fectiveness when habitually taken, 
patients find it necessary to use the 
drugs more frequently and in larger 
doses, to seek stronger cathartics, or 
to change repeatedly from one ca- 
thartic to another. Finally, artificial 
measures such as suppositories, ene- 
mas, high colonic irrigations, and 
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through i-n-t-e-r-r-u-p-t-e-d RUTOL therapy 


Goodman and Gilman* stress the importance of assuring continuous 
response to nitrite medication by: (1) ‘Employing the smallest effec- 
tive dose to initiate therapy, so that...” (2) “the dosage may be 
increased as tolerance develops’’ and (3) ‘‘cessation of administration 
of nitrites for several days’’ to reestablish ‘the original degree of 
susceptibility...” 


RUT Cae 


’ ‘ 4 (Pitman-Moore Brand of Rutin, Phenobarbital 
Cuggéated Ry Cyclic Rogirnen. and Mannitol Hexanitrate) 


A —combines mannitol hexanitrate in suggested 
One Rutol Tablet after each meal small dosage, 16 mg. ('4 gr.); phenobarbital, 8 mg. 
; , Se a (\% gr.) —sufficient to be effective without danger 
and at night, for 2 weeks. a of over-sedation; rutin, 10 mg. ('> gr. approx.) 
i to help safeguard against capillary fragility. 





Two Rutol Tablets q.i.d., for 1 PITMAN-MOORE COMPANY 


week. 
Pharmaceutical and Biological Chemists 


Division of Allied Laboratories, Inc. 
Use alternate medication for two indianapolis 6, Indiana 


weeks, returning to Rutol as before. * Goodman, L., and Gilman, A. The Pharmacological 
Basis of Therapeutics, New York, The Macmillan Co., 1941. 
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other contraptions are resorted to by 
the patient. 

While there is no difficulty in es- 
tablishing the diagnosis of constipa- 
tion, a thorough and careful physical 
examination must be made to ex- 
clude an organic cause. Digital rec- 
tal examination is the most impor- 
tunt diagnostic procedure. Palpation 
With the finger will reveal feces in 
the ampulla even after a_ recent 
@vacuation. Fecal impaction may be 
@etected. Proctoscopic examination 
May reveal anorectal disease or evi- 
dence of some form of local ob- 
Struction. 

Roentgenographically, constipation 
€xists when there is retention of 
Usual Opaque oral motor meal ii 
the colon after the seventy-two-hour 
period. Development of rectal im- 
paction before this period means 
that constipation is present. Exam- 


Doctor to 
Doctor 


Think of a gag that 
fits the illustration. For 
eyery issue a new gag 
ig published and the 
author is sent $5. The 
May 15 winner is 


B. H. Payne, M.D. 
Staunton, Va. 


Mail your caption to 
Ihe Cartoon Editor 
Caption Contest 
No. 2 
MopERN MEDICINI 
84 South 10th St. 
Minneapolis 3, Minn. 
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SYMPOSIUM 


ination of the colon after injection 
of the opaque enema usually yields 
most information. 

Treatment of constipation may 
not prove simple. Psychotherapy is 
importarat. Exercise and avoidance 
of a sedentary life must be given 
consideration. A proper diet and ad- 
equate amounts of fluids are of 
value. 

An important temporary measure 
in the management of constipation 
is the olive-oil retention enema. A 
retention enema at bedtime, fol- 
lowed next morning by a saline ene- 
ma one-half hour after breakfast, 
usually brings desired results. 

Many artificial bulk-producing 
products are on the market today, 
but foods of natural bulk are pref- 
erable. In using artificial bulk prod- 
ucts, adequate fluids must be 
consumed. 


“T hate to disturb you, but that tumor 


is now crying.” 
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Carbromal with Scopolamine 


A new, non-barbiturate formula for daytime use 
To calm the tense and nervous patient 


CAR-SED-INE fills along-felt need 
for a non-hypnotic, non-nareotie 
sedative that can be safely pre- 
scribed for daytime sedation with- 
out dulling the senses or producing 
unwanted drowsiness. 


CAR-SED-INE combines two 
drugs of established clinical effi- 
cacy and safety: 


Carbromal “...a dependable seda- 
tive. It allays excitement 
and anxiety and tends to 
restore quietude and trans 
quility.”” 


Scopolamine “. «« certainly... 
effective in relieving the 
vatient’s emotional disture 
ce 8 

FORMULA: each tablet contains 

Carbromal, 250 mg., and Scopola- 

mine, HBr 0.1 meg. 


’ ae 
DOSAGE: one tablet (in rare @ 
cases, two) two to four times * 
daily, as required. 





Supplied, on prescription only, in 
bottles of 100 and 1,000 tablets. 


1. Krantz, J.C. & Carr, C.J.: Pharmacological 
Principles of Medical Practice, Williams & 
Wilkins Co., Baltimore, Md., 1951. 

2. Goodman, L. & Gilman, A.: The Pharma- 
cological Basis of Therapeutics. The Mace 
millan Co., New York City, 1941. 


Serving the medical profession for nearly a third of a century, 





announcing: 


TROPHITE*® 


a delicious, high-potency elixir of B,, and B, to increas 


See how ‘Trophite’ increases growth 


In a controlled clinical trial—over a one-year period—‘Trophite’ 
produced almost a 50% increase in rate of growth in children who had been 
below par. (For details, see professional literature. ) 
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GROWTH WITHOUT ‘TROPHITE’ 


GROWTH WITH ‘TROPHITE’ 
STANDARD GROWTH 
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PRE-TREATMENT YEAR TREATMENT YEAR for average 
in below-par children in below-par children _ healthy children 





*Trophite’ increases appetite 


When growing children lose appetite because of Byz or By deficiency, 
“Trophite’ increases appetite by insuring adequate intake of both these factors. 


*Trophite’ is delicious 


‘Trophite’ is not merely palatable; # is delicious. During the clinical 
trials, virtually every one of the hundreds of child patients expressed 
actual delight in taking ‘Trophite’. 


Formula 

Each 5 cc. teaspoontul of ‘Trophite’ supplies Vitamin B,, 25 mcg.; and 
Vitamin B,, 10 mg. Available in 4 fl. oz. bottles—enough for 24 days’ 
treatment at the recommended dosage. 


Dosage 

One teaspoonful daily—or as directed by the physician. 
Smith, Kline & French Laboratories, Philadelphia 
Trademark 





Prepared for Modern Medicine 


Nursing Care in Proctology and 
Colonie Surgery 


RUTH SALZMANN, R.N., B.S. 


New York City 


GENTLENESS should be the mot- 
to of nurses caring for patients with 
proctologic conditions, for few pa- 
tients are more unhappy than those 
experiencing acute anal pain. Hasty 
or rough handling during treatment 
can aggravate the suffering and start 
undesirable sequelae. 

Nonoperative care—For all spe- 
Cial examinations such as digital ex- 
amination, proctoscopy, and barium 
enema, the rectum must be abso- 
Jutely clean. The enema is an essen- 
tial item in preparation, and its ef- 
fectiveness rests with the nurse. 

Because of tenderness in the area 
and the possibility of producing 
bleeding, the choice of rectal tube is 
important. A No. 16 to 18F catheter, 
Well lubricated and inserted not 
More than 4 in. within the rectum, 
produces the least trauma. Tap 
Water at 108°F. is the solution of 
Choice unless otherwise ordered. 
The enema should be given at least 
two, preferably four hours before 
the examination, so that no fluid 
will remain in the rectum. 

The patient should always receive 
an adequate explanation before the 
contemplated procedure. The nurse 
then instructs the patient to empty 
his bladder, helps him assume the 
optimum position, and drapes him. 
It is the nurse’s function to ascertain 
the efficiency of the mechanical set- 


up, to assist the physician, and to 
lend support to the patient. 

Preoperative care—Nursing care 
begins with the patient’s admission 
to the hospital. At this time, the 
nurse should make every effort to 
relieve the patient’s anxiety and in- 
security. 

The nurse’s function is to carry 
out the surgeon’s orders regarding 
the correction of nutritional lacks, 
anemia, dehydration, and electrolyte 
imbalance. 

The enema, effectively given, is 
again the most important preopera- 
tive procedure. Shaving is confined 
to the perianal region and the inner 
thighs; this area is also thoroughly 
cleansed with soap and water. 

For a few days before operation 
the patient with a suspected abscess 
may receive additional preparation 
consisting of warm moist compress- 
es to localize the infection and lessen 
pain. 

Preparation of the colon for sur- 
gical intervention is accomplished 
primarily by daily colonic irrigations. 
Since the nurse may encounter dif- 
ficulty inserting the tube, and the 
patient be unable to retain an aver- 
age amount of fluid, the precautions 
mentioned in connection with ene- 
mas must be observed. 

For some patients, intraalimentary 
drainage is indicated. Whatever the 
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REPOSITORY 
PENICILLIN 
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REFRIGERATOR 


sristol’s new Flo-Cillimaoueous retains 
full potency for as much as a year at room tem- 
perature. Carry it in your bag, keep it in the 


office — it will always be ready for instant use. 


Flo-Gilliimxeueous 


NO DILUENT TO ADD + FREE-FLOWING + A SMOOTH AND UNIFORM AQUEOUS SUSPENSION 


Each cc. of Flo-Cillin Aqueous contains 300,000 units of procaine 
penicillin G in a stable aqueous vehicle, to provide penicillin 
blood levels well above minimum therapeutic requirements 
up to 24 hours in most patients. 


LABORATORIES INC 
SYRACUSE, NEW YORK 





PROCTOLOGY SYMPOSIUM 


tube of choice, oral hygiene is an 
important nursing measure. The 
nurse must inspect the suction ap- 
paratus frequently to insure proper 
functioning. The tube must be kept 
in place, free of kinks, and patent. 

Postoperative care—After rectal 
operation, the patient is usually kept 
in bed for the rest of that day. The 
dressings, which are best held in 
place by a T binder, should be ob- 
served frequently for signs of bleed- 
ing. If drainage occurs, the nurse 
should change the dressings as fre- 
quently as necessary to provide for 
the patient's comfort. To loosen 
dressings and packing before remov- 
al, it is best to moisten them with 
hydrogen peroxide and to protect 
the wound with Vaseline gauze. 

The nurse must watch the patient 
for urinary retention which, because 
of the relationship of the nerve sup- 
ply of bladder and anus, frequently 
Occurs. Every measure should be 
employed to avoid the necessity for 
Catheterization; often it is sufficient 
to have the patient stand to void or 
Use a commode. The nurse must see 
to it that the perineum is irrigated 
With warm water after each bowel 
Movement and after each voiding in 
the case of female patients. 

The food intake is regulated by 
the length of time the surgeon wish- 
es to prevent defecation. 

Beginning about the second day, 
hot sitz baths may be ordered two 
or three times daily to promote 
healing as well as comfort. They are 
best given in a bathtub half full of 
water at 110 to 120° F., if tolerated 
by the patient; 120° F. must never 
be exceeded, because a burn may 
result. The bath lasts from five to 


ten minutes, during which the nurse 
should stay with the patient—at least 
for the first few treatments. 

Throughout the postoperative per- 
iod the nurse should watch for 
symptoms and signs of complications 
—infection, embolism, and throm- 
bophlebitis—and report these at once. 

As a teacher of positive health the 
nurse should always emphasize the 
preventive features of rectal disease: 
exercise, proper diet, and regularity. 
She has to stress the importance of 
seeking medical advice in the pres- 
ence of unusual symptoms, particu- 
larly because of the high incidence 
of malignancy in that region. 

The postoperative care of a pa- 
tient with a colostomy is the same 
as for any patient who has had 
major surgery, with the exception 
of caring for the colostomy. When 
the colostomy is opened, or when 
the patient has his initial evacuation, 
he may first realize the nature of 
the operation and his mental depres- 
sion may be most intense. Then the 
nurse’s teaching really starts: She 
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leads to Zest for Life! 


T Is now clearly recognized that a 

baby’s whole future development 
is profoundly influenced by his early 
experiences with food. 

Happy mealtimes help a baby 
thrive emotionally as well as physi- 
cally. You, yourself, have noticed how 
often a sunny disposition and sturdy 
vitality are found in the babies who 
eat with zestful appetite. 

And as one of the many doctors 
who recommend Beech-Nut Foods, 
you will be glad to learn that there is 
a wider choice of appealing varieties 
than ever before—to keep mealtimes 
happy for your young patients. 


| APPLE sauce 


bu | 
“lor Fooos | 





Babies love them... 
thrive on them! 


A wide variety for you to recommend: 
Meat and Vegetable Soups, Vegetables, 
Fruits, Desserts— Cooked Cereal Food, 
Strained Oatmeal and Cooked Barley. 


Beech-Nut 
FOODS ~ BABIES 


Every Beech-Nut Baby Food 
has been accepted by the Coun- 
cil on Foods and Nutrition of 
the American Medical Associ- 
ation and so has every state- 
ment in every Beech-Nut Baby 
Food advertisement. 
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should explain that he will be taught 
to care for himself in an independ- 
ent manner, without inconvenience 
to anyone, and that he will be able 
to resume most of his normal ac- 
tivities. 

The first colostomy irrigation 
should be done by the nurse with 
the patient in bed; succeeding ones 
can be done with the patient sitting 
on the toilet and assuming more and 
more responsibility for self-care. 
The technic is the same, regardless 
of the method. The frequency and 
time of irrigation depend on the 
individual's needs. 

The fluid receptacle should never 
be placed more than 2 ft. above the 
colostomy, because too much pres- 
sure causes discomfort. When the 


— 


... for Cuffs that won't 


roll down 
Specify... Specify... Specify 


patient experiences a feeling of full- 
ness, the inflow should be clamped 
off, and the fluid and fecal material 
will be expelled. Irrigation is contin- 
ued until the fluid is clear, which 
may take from forty-five to sixty 
minutes. Time must be allowed for 
drainage so no spilling into dressings 
between irrigations will occur. 

The skin must be cleansed with 
soap and water, and the stoma cov- 
ered with a gauze square or soft pa- 
per held with a binder or belt. 

The patient is advised to eat a 
well-balanced, low-roughage diet; the 
patient will be the best judge of his 
specific food tolerance. Good nurs- 
ing care and adequate instruction 
can enable the patient to live a near 
normal life within a few weeks. 


==" ROLLPRUF 


Surgical Gloves 


% Exclusive Beadless Flat-Banded Cuffs—snap over 


sleeves and stay there. No annoying roll down dur- 
ing examination or surgery. 

Tough but sheer, Rollprufs give almost barehand 
freedom, greater comfort. 

Of virgin latex, DuPont neoprene. Banding reduces 
tearing and Rollprufs stand extra sterilizations. 
Neoprene Rollprufs, 1n new easy-sorting hospital 
green, are free of dermatitis-inducing allergen 
sometimes found in natural rubber. 

Use the finest surgical gloves—specify Rollprufs 
from your supplier or write us. 


The PIONEER Rubber Company °* 


751 Tiffin Road 
Willard, Ohio 
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“...and don't forget the VITAMINS!” 


In contagious diseases, such as measles, 

fever increases vitamin requirements; accompanying 
anorexia further interferes with normal nutrition. 

A balanced vitamin preparation is a dependable 


way to counter such developments. 





MERCK & CO.,Inc., Rauway, N.J.—as a major manufacturer of 


Vitamins—serves the Medical Profession through the Pharmaceutical Industry. 
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Medical Forum 


Discussion of articles published in MODERN MEDICINE is al- 


Wavs Wei 


lcome. Address all communications to The Editors of 


MopeRN Mepicine, 84 South 10th St., Minneapolis 3, Minn. 


Scrubbing the Pleura in 
Spontaneous Pneumothorax* 
Comment invited from 
Richard H. Meade, M.D. 
Bernard Hyde, M.D. 
Ray Hyde, M.D. 


EDITORS: In reading the 
Drs. J. Murray Beards- 
Vahey M. Pahigian, one 
mechanical induction of 


Pe 1O THI 
article by 
ley and 
learns that 
pleural adhesions is only a part of 
the management of chronic and re- 
current spontaneous pneumothorax. 

The important points in the man- 
‘agement of these conditions are cor- 
irecting the cause of the leak of air, 
determining that the lung can fully 
expand, carrying out decortication 
if necessary, and providing for drain- 
age until the lung becomes fixed to 
the parietal pleura in full expansion. 

Ihe authors say that rubbing the 
pleura with gauze is necessary to in- 
Sure firm adhesion of the lung to the 
chest wall. In my experience the 
trauma to the pleura produced in 
correcting the cause of the air leak- 
age, combined with the trauma from 
the presence of a drainage tube, has 
been sufficient to insure firm obliter- 
ation of the pleural space. In fact, 
in certain cases in wich it has been 
thought unwise to attempt removal 
of all the cysts present and they have 
*MOopDERN MEDICINE, Feb. 15, 1952, p. 
103. 


been unroofed and their bases su- 
tured, complete reexpansion of the 
lung has been obtained by adequate 
drainage, without recurrences. 

If the operation is confined to a 
small segment of the lung and little 
trauma has resulted, rubbing of the 
pleura with gauze is indicated. 

RICHARD H. MEADE, M.D. 
Grand Rapids 


& TO THE EDITORS: In our series of 
120 consecutive cases of nontuber- 
culous, nontraumatic benign spon- 
taneous pneumothorax, it has been 
unnecessary to recommend any ther- 
apy other than bed rest. Recurrence 
of the pneumothorax has occurred 
in 19°, but it should be noted that 
approximately 20% of the recur- 
rences were on the opposite side. 
More than 2 recurrences are un- 
common. 

In view of the excellent results 
with nonsurgical treatment, the in- 
frequency of recurrence, the varia- 
bility of effectiveness of mechanical 
induction in preventing pneumo- 
thorax, and the significant reduction 
in pulmonary function following 
pleural adhesions, we have not found 
this procedure necessary. 

BERNARD HYDE, M.D. 
RAY HYDE, M.D. 
Los Angeles 
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Prescribe Desitin Hemorrhoidal Sup 
Positories in hemorrhoids (non-surgical), 
pruritus ani, uncomplicated cryptitis, papik 
litis, and proctitis. 
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rectal disease. Boxes of 

12 foil-wrapped sup- 
positories. 
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P the hemorrhoidal 


patient may sit, move 

) and walk in greater comfort 

as Desitin Hemorrhoidal Suppositories with 

Cod Liver Oil act promptly to... 

@ relieve pain and itching 

@ minimize bleeding 

@ reduce congestion 

@ guard against trauma 


@ promote healing by virtue of their con 
tents of high grade crude Norwegian cod liver oil, rich 
in vitamins A and D and unsaturated fatty acids (in 
proper ratio for maximum efficacy). 


Sond {or samples 
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70 Ship Street ¢ Providence 2, R. 1. 
185 








Diagnostix 


Here are diagnostic challenges presented as they confront the consultant from 
the first clue to the pathologic report. Diagnosis from the Clue requires un- 
usual acumen and luck; from Part II, perspicacity; from Part Il, discernment. 


Case MM-215 


THE CLUE 

M.D: I would like you 
to see a 12-year-old boy whose 
chief complaint is excessive fa- 
tigue and fever. The present ill- 
ness began three months ago, 
when bright red blood appeared 
in the this recurred at 
weekly intervals. Barium enema 
examination was said to be un- 
revealing. Four weeks ago he re- 
turned to school, but became 
severely fatigued and had one to 
five loose bowel movements a day, 
flecked with fresh blood. Five 
days ago he had a temperature of 
101.2°, exacerbation of fatigue, 
and was admitted to this hospital. 

VISITING M.D: Please give me the 
early history of his illness. 


ATTENDING 


stool; 


ATTENDING M.D: The boy was in 
good health until a year ago, when 
he began to tire readily, bruised 
easily, and had a fever and sore 
throat. He was given 2 injections 
of penicillin and seemed all right 
until six weeks later, when noc- 
turnal precordial pain and dysp- 
nea suddenly developed. 

VISITING M.D: The first 
sign. 

ATTENDING M.D: Correct. He was 
hospitalized elsewhere for four 
months, treated with penicillin 
for six weeks. He lost 10 Ib. 

VISITING M.D: They must have 
thought of bacterial endocarditis. 
What was the laboratory evidence? 

ATTENDING M.D: A_ blood culture 
yielding streptococci of unspeci- 
fied type, a systolic heart mur- 
mur, a sedimentation rate of 20 
mm. per hour. Results of other 
tests were negative. 

VISITING M.D: The evidence is mea- 
ger, the subsequent course is the 
clue. 


ominous 


PART II 

ATTENDING M.D: If you know what 
the clue is, I wish you'd tell the 
Medical Service. 

VISITING M.D: First give me the bene- 
fits of the information they have 
—the past history, physical ex- 
amination on admission. 

ATTENDING M.D: The boy was thin, 
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I, isn’t always easy for patients 
to follow your orders—when you 
advise giving up coffee. But, as 
you know from experience, you'll 
get more cooperation from your 
patients if you suggest caffein-free 
PostuM instead. They’ll like its 
hearty flavor—find it easier to 
stay off coffee! So, to help vou help 
your patients, we'll be happy to 
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gation, our Professional Pack of 
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12 trial-size packages of INSTANT 
PostumM. Use the handy order 
blank below. 

* * * 

While many people can drink 
coffee or tea without ill effect—for 
others, even one or two cups may 
result in indigestion, hypertension 
and sleepless nights. See ‘‘Caffein 
and Peptic Ulcer’ by Drs. J. A. 
Roth, A. C. Ivy, and A.J. Atkinson 
—A.M.A.Journal, Nov. 25, 1944. 
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DIAGNOSTIX 


not acutely ill. The heart was not 
enlarged. We noted a soft systolic 
murmur at the loudest at 
the pulmonic area. The remainder 
examination normal, 


base, 


ot the was 


except that the upper edge of the 
liver was percussed at the sixth 
rib and the lower border was pal- 
pable 6 cm. below the midsternal 


line. No splenic enlargement. 

VISITING M.D: Temperature, pulse, 
blood pressure not abnormal? 

ATTENDING M.D: Correct. 

VISITING M.D: That brings up the 
laboratory findings. Here, give 
me the chart. (Thumbs through 
thick record.) One thing this boy 
has had is the benefit of a medi- 

laboratory inquiry. 

wonder how many 
equivalent of 


cal scientific 
Sometimes | 
lab tests are the 
1 gm. of a doctor’s gray matter. 
With all these person 
could play the diagnosis like a 
bookie. It spoils it for me. Ill 
just ask for what I want, and yeu 
tell me. (Hands record back.) To- 
tal serum protein? 
ATTENDING M.D: That is 8.54 gm. 
VISITING M.D: Albumin-globulin § ra- 
tio? Red and white counts? 
ATTENDING M.D: Albumin-globulin 
ratio, O.8; the red blood count, 
2,900,000; the white blood count 
is 23,000, normal differen- 
tial. 
VISITING 


tests, a 


with 
M.D: Total cholesterol and 
cholesterol 
M.D: 


esters? 


ATTENDING Normal; esters 69 
mg. 

VISITING M.D: Prothrombin time and 
phosphatase? 

\TTENDING M.D: Prothrombin, 62° 

of normal or 22 seconds; alkaline 


phosphatase, 15 units. 
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VISITING M.D: Any other tests sig- 
nificant? 

ATTENDING M.D: Urine normal. Nu- 
merous other tests were not re- ; 
markable. You forgot to ask for 
sedimentation rate which, when 
corrected, was 76 mm. per hour. 
Congo red was normal; serology, 
agglutination, stool for ova, and 
electrocardiogram negative. Chest 
and gastrointestinal roentgeno- 
grams normal. 

VISITING M.D: Sigmoidoscopy? X-ray 
of colon? 


PART III 

ATTENDING M.D: Mucosal swelling in 
entire colon. Many small ulcera- 
tions in transverse and descending 
colon and proximal sigmoid. Sig- 
moidoscopy revealed finely gran- 
ular friable areas in bowel to a 
depth of 18 cm. Bled easily. 

VISITING M.D: (Talks to patient a 
minute.) The boy is apparently in 
fine spirits and his appetite is 
good. Let’s step outside. (/n cor- 
ridor) The fine multiple ulcera- 
tions are consistent with chronic 
ulcerative colitis. There is definite 
hepatic disturbance—enlargement, 
function abnormality evidenced 
by elevated total serum protein, 
abnormal albumin-globulin ratio, 
normal total cholesterol and di- 
minished esters, diminished pro- 
thrombin, and elevated phospha- 
tase for a boy of 12. 

ATTENDING M.D: We had come to 
the conclusion he had ulcerative 
colitis, but why? What do we do 
next? 

VISITING M.D: With stool cultures 
negative, we'll have to call it idio- 
pathic. The elevated sedimentation 
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DIAGNOSTIX 


rate is consistent. I presume the 
anemia is macrocytic. 

ATTENDING M.D: Mean corpuscular 
volume is 108. 

VISITING M.D: We now assume that 
the initial illness was the same as 
this. There was and is no evidence 
of structural lesion of the heart. 

ATTENDING M.D: Psychogenic? 

PART IV 

VISITING M.D: Whatever the primary 
etiology of ulcerative colitis, the 
changes are now organic and it 
must be approached from an or- 
ganic point of view. The boy has 
ulcerative colitis and cirrhosis of 
the liver. These two conditions 
are quite frequently coexistent, 
and the liver disorder is usually 
presumed to be secondary to the 
bowel disturbance. The amazing 
thing to me is the development of 
cirrhosis in colitis of such short 
duration. 

ATTENDING M.D: You speak as if it 
were certain. 


VISITING M.D: Get a biopsy. 

ATTENDING M.D: (Next day) The bi- 
opsy showed complete distortion 
of the liver lobules, with wide 
fibrous tissue, and greatly prolif- 
erating bile ducts . . . typical post- 
necrotic portal cirrhosis. Deficiency 
syndromes seem to depend on 
which dietary factors may fail to 
be absorbed. One presumes a sud- 
den insult to the liver, with ne- 
crosis and cirrhotic healing. It’s 
hard to speculate beyond that. 

VISITING M.D: For treatment, I sug- 
gest Azopyrin, a drug like sulfa- 
pyridine but more slowly ab- 
sorbed; dose is 0.5 gm. per tablet. 
Give the patient 6 tablets a day. 
Keep caloric intake up. The lipo- 
tropic substances are without val- 
ue here. The prognosis is grave. 
The outlook is almost without 


hope, but not altogether. | would 
be reluctant to give cortisone. In 
my experience it has not been of 
conclusive help, and the dangers 
of fluid retention are great. 
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“1 bet those little frogs hate to see me come in!” 
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Short Reports 


Oncology 


Palliative Adrenalectomy 

for Carcinoma 

Bilateral adrenalectomy is now a rel- 
atively safe procedure and may 
somewhat inhibit mammary and 
prostatic carcinoma. Drs. Charles 
Huggins and Delbert M. Bergenstal 
of the University of Chicago report 
29 such consecutive operations with- 
out fatality. Symptoms of advanced 
prostatic cancer improved in 4 of 6 
cases and mammary growth in 3 of 
6. Patients frequently gained weight, 
and tumors shrank, with relief of in- 
tractable bone pain, reduction of 
high acid phosphatase levels, and 
rise in total serum protein, hemo- 
globin, and red cell count. No change 
occurred in 4 neoplasms of other 
types. Ordinarily, replacement ther- 
apy included 25 mg. of cortisone ace- 
tate given twice daily by mouth and 
3 gm. of sodium chloride, with or 
without 2 to 4 mg. of desoxycorti- 
costerone acetate daily. 

Cancer Research 12:134-141, 1952. 


Circulation 

Peripheral Vascular Disease 
Vasodilators injected directly into 
the arteries relieve obstructive con- 
ditions for longer periods than intra- 
venous, subcutaneous, or intramus- 
cular therapy. Tetraethylammonium 
bromide was employed by Drs. 
Otto Selvaag and Rolf Holmboe of 
Drammen Hospital, Norway, in 15 
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cases of obliterative arterial disease. 
From 2 to4 cc. of 10% solution was 
injected into the femoral artery in 
two to four minutes two or three 
times weekly for two weeks. Injec- 
tions were then continued at inter- 
vals of one to three weeks to a total 
of 8 to 12 doses. Symptoms were 
completely eliminated in 5 cases, 
much improved in 5, and some- 
what relieved in 2. In 7 instances, 
results were satisfactory on review 
six to nine months later. Treatment 
failed in a case of more than eight- 
een years’ duration and in 2 cases 
of arteriosclerosis complicated with 
diabetes. 

Acta med. Scandinav. 142:132-142, 1952. 


Treatment 

Oral Diuretic 

The uracil derivative 1-propyl-3- 
ethyl-6-aminouracil has good diu- 
retic power and produces no serious 
toxic effect after oral administration. 
For 10 healthy subjects at Johns 
Hopkins University, Baltimore, so- 
dium and water output from a day’s 
treatment equaled that achieved by 
mercurials, report Dr. A. Kattus 
and associates. Diuresis was ob- 
tained in 73% of 37 hospital cases 
with edema; results were excellent 
in 54%. Occasional undesirable re- 
actions of anorexia, nausea, vomit- 
ing, or diarrhea may be lessened by 
limiting adult dosage to 1 gm. per 
day. 


Am. J 12:319-330, 1452. 
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on 3 square meals daily” 


Extensive clinical investigations have proved that optimal health 
and well-being demands the daily supplementation of all essen- 
tial nutrients including Vitamins, Minerals, and Trace Elements 
—the factors which are NOW known to be essential components 
of the vital enzyme systems which control all metabolic activity. 


VITERRA provides balanced amounts of 10 Vitamins, including 
Vitamin B,2, and 11 Minerals and Trace Elements, for more 


dependable protection against inadequacies of the daily diet. 


* Neal, M. P.: Diagnostic Drifts, 
Deceptions and Common Misses. 
J. A. M. A., 146:539 (June 9) 1951. 
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SHORT REPORTS 


Oncology 


\ntineoplastie Synergisms 


Guanazolo and aminopterin in com- 
bination have additive good effects 
on mice with acute lymphoid leuke- 
mia. The possibility that combina- 
tions of two antineoplastic drugs 
might prove synergistic while toxic 
effects remained nonadditive was in- 
vestigated by Drs. Abraham Goldin 
and associates of Johns Hopkins 
University, National Cancer Insti- 
tute, U. S. Public Health Service, and 
U.S. Marine Hospital, Baitimore. 
The effects of combinations of gua- 
nazolo, aminopterin, alpha-peltatin, 
2,4,6-tricihylenimino-s-triazine, and 
methylbis (2-chlorethyl) amine on 
the survival time, tumor volume, 
and white blood count were studied 
in mice with acute transplantable 
lymphoid leukemia. Guanazolo plus 
aminopterin was most effective on 
all three indexes of antineoplastic 
action. These drugs are known anti- 
metabolites for purines and_ folic 
acid. Additive effects on survival 
time were noted with combinations 
of guanazolo or aminopterin with 
alpha-peltatin. All combinations em- 
ployed some reduction in 
the tumor growths except methylbis 
(2-chlorethyl) amine and aminop- 
terin. The white blood count response 
Varied with each combination. Using 
host survival time as the best index of 
antileukemic effect, the studies sug- 
gest that with certain drug combina- 
tions some dissociation of systemic 
toxicity and antitumor properties 
may exist. However, in most ‘in- 
stances synergistic antineoplastic ef- 
fects are accompanied by additive 


caused 


TOXICITY 


Cancer 5:153-160, 1952. 
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Nutrition 
Hypoallergic Milk 


[he protein antigen in cow’s milk 
that produces allergic reactions in 
babies is reduced by a temperature 
of 115°C. maintained for two hours. 
However, necessary vitamins are de- 
stroyed, including B,»5. Recently Dr. 
R. M. Tomarelli and associates of 
Mason, Mich., restored the nutri- 
tional quality by an adequate sup- 
plement. Untreated and heated milk 
powders were given to groups of 
rats, and subsequent weights were 
compared. Vitamin B,. was not im- 
paired by ordinary sterilization of 
infant formulas at 115°C. for fifteen 
minutes. 


Pediatrics 9:89-93, 1952, 


Endocrinology 
Antiarthritic Factors 


Arthritis in rats due to local chemi- 
cal irritation from formaldehyde is 
alleviated by injection of ascorbic 
acid or by the addition of 2% po- 
tassium chloride to drinking water. 
Initial swelling is not prevented, but 
inflammatory changes about the 
joint are reduced and recovery is 
hastened. Subcutaneous doses of 
cortisone limit both swelling and in- 
flammatory effects. Dr. Habeeb Bac- 
chus of the George Washington Uni- 
versity, Washington, D.C., believes 
that potassium chloride probably 
acts by suppressing the mineralocor- 
ticoid, DCA-like hormone that ex- 
acerbates arthritis. The ascorbic 
acid mechanism is not understood 
but apparently does not involve ad- 
renal cortical stimulation. 

Endocrinology 49:789-794, 1951, 
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SHORT REPORTS 


Atomic Medicine 
Thyroid Function 


Radioactivity measured externally 
over the thyroid region with a sym- 
metric 4-tube Geiger-Miller counter 
permits a more exact determination 
of radioiodine uptake and turnover 
than is possible using urinary I" 
excretion or single-tube counters. 

The 4-tube counter, with an ac- 
curacy stated to be + 5%, has been 
employed by Dr. A. Stone Freed- 
berg and associates of Beth Israel 
Hospital and Harvard University, 
Boston, to estimate I’ uptake and 
turnover in 450 cases. 

A normal thyroid gland retains 
29% of a 100 to 150 microcurie 
oral tracer dose of I'™ given the day 
before. The uptake is significantly 
higher, 71%, in hyperthyroid pa- 
tients. In patients considered euthy- 
roid after I'* therapy for hyper- 
thyroidism, the average uptake is 
39.5%. Patients with apparently 
nontoxic goiters retain 37.1% of the 
tracer dose. Retention is only 11.9% 
for hypothyroid patients. Among 
hyperthyroid patients, diffuse toxic 


goiters have a significantly greater 
uptake than nodular goiters. 

Factors that influence’ thyroid 
iodine metabolism must be evalu- 
ated before diagnostic accuracy 
is claimed. Iodine-containing com- 
pounds, such as potassium iodide 
and Diodrast, reduce I" uptake, as 
do dessicated thyroid, potassium 
thiocyanate, propylthiouracil, and 
corticotropin. Euthyroid or hypothy- 
roid patients have greater than or- 
dinary uptake after I therapy and 
more rapid turnover for periods of 
three months to two years afterward. 

In contrast to the higher tracer 
uptake, subsequent therapeutic dos- 
age given less than three months 
after the original treatment results in 
almost total urinary excretion of the 
isotope in seventy-two hours. 

Although thyroid function is con- 
sidered normal in congestive heart 
failure, high normal uptake at twen- 
ty-four hours with maximum reten- 
tion at two to seven days is observed. 
This abnormal pattern may be due to 
I'*: infiltration into edematous tis- 
sues. 

Metabolism 1:26-48, 1952. 
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THE TRUTH ABOUT 


FROZEN ORANGE JUICE 





Significant Dietary Advantages Of 
Fresh-Frozen Minute Maid Orange Juice 
Over Home-Squeezed Orange Juice 
Shown By Independent Research 


— assays’ emphasize the 
nutritional superiority of recon- 
stituted Minute Maid Fresh-Frozen 
Orange Juice over home-squeezed orange 
juice in three respects: 


qa. Average levels of natural 
ascorbic acid were signifi- 
cantly higher in Minute 
Maid; 

Peel oil content was sig- 
nificantly lower; 


b. 


Bacterial counts were 


dramatically lower. 


c. 


Two reasons for Minute Maid’s higher 
ascorbic acid content are advanced: 

First, oranges vary widely in ascorbic 
acid content. Thus, whole oranges 
squeezed a few at a time provide a highly 
erratic source of Vitamin C, Each can of 
Minute Maid, however, represents the 
pooling of juice from hundreds of thou- 
sands of oranges; thus wide variations 
in nutrients tend to be eliminated. 

Second, because it is frozen, Minute 
Maid loses none of its ascorbic acid con- 
tent before reaching the consumer.*® 
Whole fruit, however, is subjected to 
Variations in temperature, and care in 
handling cannot be maintained from tree 


to table. Laboratory tests have shown an 
average ascorbie acid loss of 10.7% in 
whole oranges after 11 days under simu- 
lated storage and shipping conditions. 

Pee] oil, cause of allergic response and 
poor tolerance, especially in infants,* is 
held to an arbitrary minimum in Minute 
Maid. Samples of home-squeezed juice 
expressed by typical housewives showed 
peel oil contents up to 700% higher. 

Bacterial counts were found to be as 
high as 350,000 per ml. in home-squeezed 
samples—but were uniformly low in 
Minute Maid. Technicians ascribe this 
to the combination of rigid sanitary 
controls in the Minute Maid process and 
the low pH and low temperatures at 
which the juice is kept. High bacterial 
counts in home-squeezed juice are doubt- 
less due to contamination from the ex- 
terior peel which is unknowingly added 
to the juice during preparation. 

In view of the above findings, more 
and more physicians now specify Minute 
Maid Fresh-Frozen Orange Juice in lieu 
of home-squeezed orange juice. 
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New federal regulations 


prohibit prescription refill without 
authorization by the physician. 


Revised Prescription Regulations 


HUGO H. SCHAEFER, PH. D. 


Long Island University, Brooklyn 


NEW federal regulations restricting 
the refilling of prescriptions promise 
to be a source of annoyance to busy 
physicians and pharmacists. 

The legislation is the Durham- 
Humphrey amendment to the Fed- 
eral Food and Drug Act, and its 
regulations prohibit a pharmacist 
from refilling a prescription unless: 
[1] the prescription calls for a simple 
household remedy, [2] the physician 
has stated on the original prescrip- 
tion that refill is permitted, or [3] the 
pharmacist telephones or writes the 


physician and obtains authorization 
for the refill. 

While the medical and pharma- 
ceutical professions generally ap- 
proved past drug legislation, the new 
restrictive federal controls on pre- 
scription filling are being received 
rather coolly, observes Hugo H. 
Schaefer, Ph.D. 

Traditionally, a physician tells the 
patient to have a prescription re- 
filled. Now, however, such authori- 
zation is illegal, and to refill such a 
prescription, the pharmacist must 
contact the physician 
and obtain verbal or 
written authorization. 

Physicians can save 
the annoyance and loss 
of time entailed in fre- 
quent telephone calls 
from pharmacists, how- 
ever, by writing upon 
the original prescription 
such phrases as “N.R.” 
(non repetatur), “repeat 








as often as desired,” “re- 











“Mama! SAY something!” 
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peat once” (or desired 
number), or “repeat for 
period of 3 months” 
(or desired period of 
time). Pharmacists will 
observe such notations. 
(Continued on page 206) 
How recent drug legislation 
affects the filling of prescrip- 


tions. New York Med. 8:23- 
24, 36, 1952. 
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Glycosuria and 


Ketonuria 
in Patients Receiving 


ACTH or CORTISONE* 


All patients should have a complete urinaly- 
sis before receiving corticotropin (ACTH or 
Cortisone). Particular attention should be 
paid to the presence of glucose or acetone 
in the urine. 

Frequent testing of the urine for sugar and 
acetone is recommended during the admin- 
istration of ACTH or Cortisone. 

The proper examination of the urine for 
sugar during treatment with ACTH or Corti- 
sone may reveal a number of prediabetics. 
Increase in insulin dosage is often required 
in the diabetic patient receiving ACTH or 
Cortisone, 
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GALATEST 


(SUGAR-TEST DENCO) 
The simplest, fastest urine sugar test known, 





ACETONE TEST 


(DENCO) 
For the rapid detection of acetone in urine. 


*BIBLIOGRAPHY 


**Cortisone'’—J. M. 





cine, Aug., 1950 
**Orad Cortisone Ther- 
apy in Intractabie 
a Asthma’’ 
hwartz, M.D. 


Galatest and Acetone Test (Denco) 
require no special laboratory equip- 


Combination Kit 
For Office— Medical Bag 
Testing by patients at home, 
Contains a vial of Calatest and 
Acetone Test (Denco), a drop- 
per and color chart. Price $2.25 


ment, test tubes, liquid reagents, or ji of the 
Medical 


external sources of heat. 


One or two drops of the specimen to 
be tested are dropped upon a little 
of the powder and a color reaction 
occurs immediately if acetone or re- 
ducing sugar is present. 


Patients are easily taught to use 
Galatest and Acetone Test (Denco). 


Write for descriptive literature. 


THE DENVER CHEMICAL MFG. CO., Inc. 
Dept. 52-Q 163 Varich Street, New York 13, N.Y. 





Association, Decem- 
ber 29, 1951. 
“goessagee (Com- 
Summary 

or ‘its Clinical Uses’’ 
—J. M. Carlisie, 


cal Journal, Septem- 
ber 9, 1950. 
**Cortisone and ACTH 
—A Review of Cer- 
tain Physiol Ef- 
fects and Their Clin- 
feal Implications’’— 
Randall G. Sprague, 
M.D. — American 
Journal of Medicine, 
May, 1951. 
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Abel’ showed a marked increase in metabolic rate (Specific Dynamic Action) 
from the ingestion of a protein meal consisting mostly of gelatine. The effect was 
marked and sustained. Abramson and Fierst* had demonstrated a marked increase in 
peripheral blood flow from a protein but not from a carbohydrate meal, so that the 
increase could not have been due to the increase in oxygen consumption alone. 


Recent scientific study* showed that the effective and sustained increase in 
peripheral blood flow is due to the high Specific Dynamic Action of proteins. 
Gubner et al* determined oxygen consumption; the skin temperature of the fingers, 
toes and forehead; the vascular oscillations of the calf and forearm muscles; and 
the blood flow of the hand and foot by a venous occlusion method,* before c 
after the ingestion of glycine. The increase in blood flow to the toes was fu 
equal to posterior tibial nerve block in the 6 cases in which comparison was ma 
This indicated maximal vasodilation, attained in 1% to 3 hours after ngestog 

The Specific Dynamic Action of proteins is due to four amino acids, including 
glycine. Gelatine contains over 85 per cent of these amino acids. Following a pro 
tein meal high in gelatine, there occurs a peak in Specific Dynamic Action aver 
ing 20 per cent of basal levels, and an increase in peripheral blood flow lasting 
over seven hours.° , 


1. Abel, M. S. The specific dynamic action of protein. Am. J. Med. Sci., 205:414,1943. Fd 

. Abramson, D. |., and Fierst, $. M. Peripheral vascular responses in man during digestion. 
Am. J. Physiol., 133:686, 1941. * 

. Gubner, R., DiPalma, J. R., and Moore, E. Specific dynamic action as a means of augment 
ing peripheral blood flow. Use of amino-acetic acid. Am. J. Med. Sci., 213:46, 1947. 

. Abramson, D. |. Vascular responses in the extremities of men. Chicage Univ. Press, 1 


. Lewis, T. Vascular disorders of the limbs. pg. 50, Macmillan, 1936. 
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You are invited to send for a new brochure on this subject. 
Write to Knox Gelatine, Johnstown, New York, Dept. Xx 





KNOX GELATINE . :.. 


ALL PROTEIN—NO SUGAR 











Advertisement 





From where I sit 


"by Joe Marsh 





Experienced 
Hand Wanted 


Cappy Miller’s back from visit- 
ing some relatives and tells about 
a big storm that knocked out the 
electric power for miles around. 

Naturally, the local power com- 
pany was doing everything hu- 
manly possible to restore service 
but folks kept calling in and one 
woman came up with a new twist. 

“T don’t mind not having lights,” 
she grumbled, “but I’ve got 20 
cows in my barn and they all have 
to be milked by machine. Nobody 
around here seems to know how to 
milk a cow by hand any more.” 

From where I sit, it’s only too 
easy to forget how todo something 
—even as simple as milking a cow 
—if we don’t keep at it. And that 
goes for practicing tolerance, too. 
Like forgetting our neighbor has 
a right to decide for himself—how 
to practice his profession... 
whether or not to have beer with 
his meals. If we don’t keep the 
other fellow’s point of view con- 
stantly in mind we're liable to have 
our freedoms “milked” away. 


See N (ars 








Copyright, 1952, United States Brewers Foundation 


Without specific directions for re- 
fills, a pharmacist will be under 
constant pressure from the patient 
who desires more medication. The 
pharmacist will be forced to phone 
the physician for authorization, not 
only wasting the physician’s andf, 
pharmacist’s time but also endanger- 
ing the patient’s welfare if a physi- 


| cian cannot be reached and necessary 


medication cannot be dispensed. 

Recognizing these problems, many 
pharmacists plan to set aside the 
prescriptions in which the physician 
has failed to express refill desires 
and send the physician a double = 
postcard. Half of the card will give 
the patient’s name and the medica- 
tion prescribed, while the return 
half will provide notations govern- 
ing refills for the physician to check 
and return to the pharmacist. The 
returned card will then be made part 
of the original prescription, and the 
pharmacist will be guided accord- 
ingly. 

The regulation listed is just one’ 
of the new restrictive measures re- 
sulting from the recently passed 
Durham-Humphrey _ biil—measures 
affecting the everyday practice of 
medicine and showing the present 
trend of federal control over the 
health professions. While a great 
need exists for unified opposition to 
such regulations, physicians and 
pharmacists should become aware 
of the new prescription restrictions 
and be sure to be in compliance 
with the regulations. 





General Practitioners and 
Specialists Read 
MODERN MEDICINE 


Regularly for Accurate Reports on 
Latest Developments in Diagnosis 
and Treatment 














citrus is a good 


ANORETIC 
agent 


When taken ‘about half an hour before , 

meals, orange or grapefruit juice is highly © 

effective in helping overweight patients — 

to adhere to their reducing regimens. — 

Citrus has “very definite advantages”* — 

i as an appetite appeaser. It helps to — 
Pa reduce the demand for high caloric — 
foods, and supplies readily utilizable ~ 

y carbohydrates to combat hypoglycemia. — 

y It is economically available in homes © 
by \ or restaurants. And, of no small — 
consideration, most everyone likes : 

orange or grapefruit juice. ; 

* Postgrad. Med. 9:106, 1951. 

FLORIDA CITRUS COMMISSION ¢ LAKELAND, FLORIDA ; 
7 FLORIDA “w- 


ORANGES - GRAPEFRUIT - TANGERINES ~ 


CHART OF WEIGHT LOSS 
BROKEN LINE— OBSERVED LOSS + SOLID LINE—PREDICTED LOSS 








Washington Letter 


(Continued from page 60) 


eliminated, so even individuals may 
refuse to register with impunity. 

The Justice Department has an- 
nounced that an appeal is planned, 
probably directly to the Supreme 
Court. Talk of introducing new leg- 
islation to meet the lower court's 
objections is discounted because cal- 
endars of both House and Senate 
are so crowded. 


Aviation Medicine 


Sessions of the Aero Medical Asso- 
ciation in Washington disclosed that 
U.S. Civil Aeronautics Authority 
sull has an impressive medical pro- 
gram. However, the program is not 
so extensive as immediately after the 
War. 

CAA has 12 full-time physicians 
on its staff and another 9 located in 
the field. In addition, it has a list of 


2,800 designated private physicians 
who examine applicants for flying 
licenses on a fee basis, with the ap- 
plicants paying the fee. At one time, 
400,000 or so examinations were 
conducted annually, but the figure 
has dropped to about 240,000. 

The association, in one of a se- 
ries of resolutions, complained that 
medical colleges were not conduct- 
ing enough courses in aviation med- 
icine to accommodate doctors who 
wanted postgraduate training in this 
field. 


Washington Notes 


Dr. Magnuson’s Commission on the 
Health Needs of the Nation called 
a temporary halt to federal hear- 
ings after taking testimony on two 
of the most controversial sub- 
jects: federal aid to medical, den- 
ial, and nursing schools, and to 
community public health depart- 
ments. 

Complaints about House reduction in 
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“I’ve a healthy appetite which I can’t afford.” 
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ast, sterile 


with new pre-sterilized 
ielf-adhering drapes of 


moistureproof plastic . 
SIX STYLES of drapes cover most operative techniques. 


Style No. 1200 (illustrated) isolates sites for minor surgery, 
repair of lacerations, surgery of extremities. Styles No. 1100 
and 1120 demarcate angular sites. Style No. 1300 holds 
firmly around orbital area, is also suitable for neurosurgery 
and ear surgery. Style No. 1400 is used wherever a large 
rectangular drape is desired. Style No. 1420 is designed 
for urological procedures, particularly transurethral resections. 


“Scotch” Surgical Drapes sim- 
ify draping of even the most 
ficult areas. These new drapes 
e made of a soft plastic film that 
aintains a fixed sterile field. 


A special pressure-sensitive ad- 
sive is used on these drapes 
t holds tight on irregular sur- 
2es, yet causes far less irritation 
an any commercial adhesive 
ster now available. No special 
eparation of skin surface is re- 
ired beyond making certain the 
n is dry. 
‘Scotch” Surgical Drapes are 
posable after use. Besides sav- 
time in draping the patient, 
y cut the handling expense 
involved in the use of 
conventional linens. 


SCOTCH 


BRAND 


Surgical Drapes 


He in U.S.A. by Minnesota Mining & Mfg. 
St. Paul 6, Minn., also makers of more 
200 varieties of pressure-sensitive ad- 
e tape sold under the trademark “Scotch.” 

Made by the manufacturers of 
“Scotch” Brand Cellophane Tape 


Quick Facts about “Scotch” Surgical Drapes 


What makes these new 
drapes different from 
conventional drapes ? 
They are made of soft- 
draping plastic film that 
completely isolates opera- 
tive site, forms moisture- 
proof barrier against 
contamination through 
absorption. 


How are“Scotch" Surgi- 
cal Drapes sterilized ? 
Every drape is steam 
autoclaved in the pack- 
age at 240°F. for 40 
minutes. The aluminum 
foil package maintains 
complete sterility. 


How are they held in 
place? 

Every drape has a border 
of pressure-sensitive ad- 
hesive which is pressed 
in place around the oper- 
ative site. The adhesive 
is protected by a paper 
liner until ready for op- 
plication. 


How are they removed 
from the package with- 
out contamination ? 
The special triple-wrap 
package makes it easy 
to remove the drapes 
under continuously sterile 
conditions. 














75% LESS NICOTINE 


Than 2 Leading 
Ol Talicelilalh4-to Ml -iaelaler 


85% LESS NICOTINE | 
Than 4 Leading —-—— 
Popular Brands And 2 
Leading Filter-Tip Brands 


Alden 


Test Results CIGARETTES 

A comprehensive series of smoke tests* were 
made by Stillwell & Gladding, New York City, 
one of the country’s leading independent consult- 
ing laboratories, on John Alden cigarettes, 2 
leading denicotinized brands, 4 leading popular 
brands and 2 leading filter-tip brands. The results 
disclosed the smoke of John Alden cigarettes con- 
tained: 


At Least 75% Less Nicotine Than The 2 Denicotinized Brands 





At Least 85% Less Nicotine Than The 4 Popular Brands 





At Least 85% Less Nicotine Than The 2 Filter-Tip Brands 





Importance to Doctors and Patients 


John Alden cigarettes offer a far more satis- 
factory solution to the problem of minimizing a 
cigarette smoker's nicotine intake than has ever 
been available before, short of a complete cessa- 
tion of smoking. They provide the doctor with a 
means for reducing to a marked degree the 
amount of nicotine absorbed by the patient with- 
out imposing on the patient the strain of breaking 
a pleasurable habit. 


AN ENTIRELY NEW VARIETY OF TOBACCO 


John Alden cigarettes are made from a complete- 
ly new variety of tobacco. This variety was de- 
veloped after 15 years of research by the Kentucky 
Agricultural Experiment Station. Because of its 
extremely low nicotine content, it has been given 
a separate classification, 31V, by the U.S. Depart- 
ment of Agriculture. 

vilable: John Alden Cigars 

tnd Pipe Tobacco 

hn Alden Toba Company 


West 43rd Street. N Y.. 36. N.Y. Dept. M-5 
Send me free samples of John Alden Cigarettes 


g ¥ 


City ___Zone__ State 


FREE PROFESSIONAL SAMPLES 
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Hill-Burton hospital construction 
funds actually were unjustified. 
The House approved the full Budg- 
et Bureau figure of $75,000,000 
for the next fiscal year, but held 
out $20,000,000 from the funds 
for liquidation of already author- 
ized contracts. Next year the 
$20,000,000 will be voted in plen- 
ty of time to pay these bills as 
they come due. 


Three medical advisory groups have 


hurried to the front with resolu- 
tions endorsing the Veterans Ad- 
ministration’s medical program. 
They are the Legion’s Rehabili- 
tation Advisory Board and two 
VA medical advisory boards. In 
both cases, the idea is to restore 
confidence in the program before 
undercover criticism can do any 
serious damage. 


Construction industry, which oper- 


ates apart from other industries 
under the Wage Stabilization 
Board structure, has its own policy 
for health and welfare funds. The 
size of employer contributions, 
rather than extent of benefits, 
will be the criterion. In industry 
generally, benefits are considered 
the guide. 


Unless the Senate does something 


about it, VA will have to reduce 
fees paid to “home-town” phy- 
sicians and dentists. The House 
voted a 10% cut in funds for this 
work, and ordered VA to make 
the saving in routine fees rather 
than in payments to highly skilled 
specialists. 

relatively small sum—possibly 
$2,000,000—has been allowed for 
defense area hospital construction 
in a House-approved supplemen- 
tary appropriation bill. Applica- 
tion forms won't be available until 
the bill becomes law. 








WHEN FOOD INTAKE 





When the patient’s food intake is inadequate to supply essential 
nutrients in proper amounts, clinical experience has demonstrated 
the supportive value of a dietary supplement providing substantial 
quantities of virtually all needed nutrients—protein, vitamins, 
minerals, carbohydrate, and fat. The choice of the supplement 
prescribed, to a large extent, can determine the efficacy of the 
supplemented diet, since over-all nutrient adequacy is the primary 
aim. 

It is apparent from the data shown below that Ovaltine in milk 
can serve well in markedly increasing the intake of virtually all 
known nutrients. Taken daily during periods of inadequate con- 
sumption of other foods, it offers an excellent means for preventing 
subclinical nutritional deficiencies which can undermine general 
health or retard recovery from illness. 

The appealing flavor of Ovaltine makes it acceptable to children 
as well as adults, including the aged. Ovaltine in milk is easily 
digested, an important feature when digestive disturbances are a 
factor. 

Patients have the choice of either Plain or Chocolate Flavored 
Ovaltine, both of which are similar in their wealth of nutrients. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


( Caltize | 


Three Servings of Ovaltine in Milk Recommended for 
Daily Use Provide the Following Amounts of Nutrients 

















(Each serving made of % oz. of Ovaltine and 8 fl. oz. of whole milk) 


MINERALS VITAMINS 
*CALCIUM 1.12 Gm *ASCORBIC ACID 37 me. 
CHLORINE 900 mg BIOTIN 0.03 mg. 
COBALT 0.006 mg CHOLINE 200 mg. 
*COPPER 0.7 me FOLIC ACID 0.05 mg. 
FLUORINE 3.0 me *NIACIN 67 me 
slODINE PANTOTHENIC ACID 3.0 mg. 
IRON lcm PYRIDOXINE 0.6 meg. 


MAGNESIUM ‘ 
*RIBOFLAVIN 20 me 
MANGANESE *THIAMINE 12 mg 


*PHOSPHORUS 
Ao prong 1 F *VITAMIN A 3200 1. U 


SODIUM 1 VITAMIN B 0.005 mg. 
ZINC 2 “VITAMIN D 4201.U. 


*PROTEIN (biologically complete 32 Gm 
*CARBOHYDRATE 65 Gm 
*FAT 30 Gm 








*Nutrients for which daily dietary allowances are recommended by the National Research Council. 
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Current Books & Pamphlets 


This catalogue 


and foreign 


Medicine 

CHRONIC BRONCHITIS by Trevor Howell. 

111 pp., ill. Butterworth & Co., Lon- 
don. 17s. 6d. 

INVESTIGATIONS OF 

Whitby. 304 pp., ill. 

ing Co., Chicago. $6 


DISEASE by Morton 
Cutler Publish- 


Cardiovascular Diseases 


CARDIOLOGY by J. 
123 pp., ill. Ox- 
New York 


THE APPROACH TO 
Crighton Bramwell. 
ford University Press, 
City. $3.75 


is compiled jJrom all available sources, 
to insure a complete listing of the month’s releases. 


American 


Medicine 


PSYCHOSOMATIC MEDI- 
CINE; WITH PARTICULAR REFERENCE 
rO INTESTINAL DISORDERS by Alfred 
J. Cantor. 302 pp., ill. Julian Mess- 
ner, New York City. $5 

NEW CONCEPTS OF HYPNOSIS, AS AN AD- 
JUNCT TO PSYCHOTHERAPY AND MED- 
ICINE by Bernard C. Gindes. 277 pp. 
Julian Messner, New York City. $4. 

HYPNOSETHERAPIE UND PSYCHOSOMAT- 
ISCHE PROBLEME by Franz Andreas 
Volgyesi. 203 pp. Hippokrates-Ver- 
lag, Marquardt & Co., Stuttgart. 
8.25 M. 


Psychosomatic 


A HANDBOOK OF 


Antibacterial 








Hygroscopic 





Decongestant 





Non-Toxic 





Non-Irritating 





g) ycerite 
of Hydrogen Peroxide .- with carbamide 


Instill one-half dropperful into affected ear four times daily 


Supplied in one-ounce bottles with dropper 


Samples and Literature on request 


Constituents : 
Hydrogen Peroxide 1 5% 
Urea (Carbamide) 25% 
8 Hydroxyquinoline 01% 
Dissolved and stabilize: 
substantially anhydre 
glycerol q s.ad. 30cc. 


Intenational Pharmaceutical Corporation 


132 Newbury Street, Boston 16, Massachuset 








CURRENT BOOKS & PAMPHLETS 


Medi ine 


APPROVED LABORATORY TECHNIC by 
John A. Kolmer, Earle H. Spaulding, 
and Howard W. Robinson. Sth ed. 
1,180 pp., ill. Appleton-Century- 
Crofts, New York City. $12 

GROUPING, TYPING AND BANKING OF 
BLOOD by Otaker Jaroslav Pollak. 
163 pp., ill. Charles C Thomas, 
Springfield, Hl. $5.75 


Laboratory 


Geriatrics 


GROWING IN THE OLDER YEARS edited by 
Wilma T. Donahue and Clark Tib- 
bitts. 204 pp. University of Michigan 
Press, Ann Arbor, Michigan. $2.50 

THE ANATOMY OF HAPPINESS by Martin 
Gumpert. 310 pp. McGraw-Hill Book 
Co., New York City. $3.50 

PHYSICAL MEDICINE AND REHABILITATION 
FOR THE AGED by Walter S. McClel- 
lan. 89 pp., ill. Charles C Thomas, 
Springfield, Ill. $2 


Bactet iology 


RECENT ADVANCES IN BACTERIOLOGY by 
James H. Dible and J. D. Mac Len- 
nan. 3d ed. 325 pp. ill. Blakiston 
Co., Philadelphia. $5 

IMMUNO-CATALYSIS AND RELATED FIELDS 
OF BACTERIOLOGY AND BIOCHEMISTRY 
by Manasseh G. Sevag. 2d ed. 547 
pp., ill. Charles C Thomas, Spring- 
field, Ill. $12 


T herapeutics 


MODERN HEADACHE THERAPY by Arnold 
P. Friedman. 164 pp., ill. C. V. Mos- 
by Co., St. Louis. $4 

HEPARIN UND HEPARINOIDE, DICUMAROL 
by Theodor Halse. 225 pp., ill. § 
Hirzel, Zurich. 13.50 fr. 

DIE ULTRASCHALLTHERAPIE: PRAKTISCHE 
ANWENDUNG DES ULTRASCHALLS IN 
DER MEDIZIN edited by Reimar Pohl- 
mann et al. 392 pp., ill. Hans Huber, 
Bern, Switzerland. 32 Sw. fr. 








Used by Doctors for Over 35 Years! 


Kalak Water Has Been Found To Serve Useful Purpose: 

IN SURGERY: pre-operatively and post- 
operatively to maintain the acid-base balance. 
IN GASTRO-ENTEROLOGY: 
ing excess gastric acidity, and maintaining 
the alkaline reserve. 
IN UROLOGY: to alkalinize the urine fol- 
lowing acidification, and re-establish normal 
ionic balance. 
IN OBSTETRICS: to usual 
nauseas and “morning sickness”’ during preg- 
nancy. 

IN GENERAL MEDICINE: to help reduce reaction incident to 

administration of salicylates, antibiotics, and other acid forming 

medicaments. 


KALAK WATER CO. of NEW YORK, Inc. 


90 WEST ST., NEW YORK 6, N. Y. 


neutraliz- 





alleviate the 
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-AT TwO O'CLOCK You TAKE MRs. 
KLAGMIRE'S APPENDIX OUT, AT FIVE 
YOu TAKE THE SMITH BOY'S TONSILS 
OUT, AND AT BIGHT YOU TAKE |“DO you REALIZE THAT'S ALL 
ME OUT. ” THE 3-INCH GAUZE WE Wave? 











*YoOUR BOOK IS SIMPLY MARVELOUS — |“REMEMBER WHEN YOU MAKE THE 
EVER SO MUCH BETTER TRAN INCIS!ON “THAT xX WEAR a 
NEMBU TOL. ” Bikini BATHING SUIT. “” 
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Yr MADE My NEW BATHING sUIt 
‘wuTs TO PENNYCILLIN— with Two SAND-AIDS | AND A 
NICKLE or Dimeciuanh y ¥ x MUSTARD PLASTER.” 

















WHEN 


CONSTIPATION 


HYPERACIDITY 
COINCIDE 


For more than 75 years 
Phillips Milk of Magnesia has been 
generally accepted by the medical profession 
as a standard therapeutic agent 
for constipation and gastric hyperacidity 


As a laxative — Phillips’ mild, yet thorough action 

is dependable for both adults and children. DOSAGE: 
As an Antacid — Phillips’ affords fast, effective 
relief. Contains no carbonates, hence produces 
no discomforting flatulence. 


Laxative: 2 to 4 tablespoonfuls. 


Antacid: 1 to 4 teaspoonfuls, or 
1 to 4 tablets. 


Prepared only by THE CHAS. H. PHILLIPS CO. DIVISION »* 1450 BROADWAY, NEW YORK 18, NW. Y. 


of Sterling Drug Inc 








THE 


NATIONAL DRUG CO. 





Removes intestinal toxins 


@A palatable suspension of multiple adsorbents 
@ Effective in diarrhea of infants, children and adults 


@ Controls the nausea and vomiting of pregnancy 


@ Effective in bacterial gastrointestinal toxicity 


@ Valuable adjuvant in the treatment of food poisoning, colitis 


ond gastroenteritis 


Available: Bottles of 4 and 12 fluidounces. 


8 important advantages for uicer 
therapy— 


RESINAT ‘a-M-B 


Resinat ; 0.5 Gm. 
Homatropine methylbromide << (ae heen 9 a 
3 Quick relief of ulcer pain 
2 Speeds healing of peptic ulcer 
3 Attracts and binds both pepsin and hydrochloric acid 
4 Blocks spasm: relaxes the gastrointestinal tract 
5 Coats the crater with a protective film 
6 Does not cause acid rebound, alkaiosis, constipation or diarrhea 
7 Does not remove chlorides, phosphates, minerals or vitamins 
8 Pharmacologically inert 


Available: Bottles of 36, 100 and 1,000 tablets. 





Removes sodium—controls edema 


NATRINIL 


ATo reduce blood pressure in hypertension 

ATo relieve edema in hypertension, congestive heart failure 
and cirrhosis 

A Controls sodium absorption with minimal dietary restrictions 


A Invites patient cooperation by allowing a more palatable diet 


Alessens or eliminates the need for diuretics 


Available: Powder, 10 ounce bottles and boxes of 24 indi- 
vidual 10 gram packets. 





In Gl. infections —diarrhea—nausea of 


pregnancy 


In peptic ulcer 


Tam abaek-tat-taltiolapenctolate(-Siiha-aeal-telamaxellitla: 


folate mae agatettis 





A gentle laxative modifier of milk. One or 
two tablespoonfuls in day’s formula—or 
in water for breast fed babies — produce 
marked change in stool. Send for samples. 
BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. Chicago 12, Ill. 


Borcherdt Mam) Lapotsazies 





FOR FASTEST SPERMICIDAL 


= TIME MEASURABLE 


DIAPHRAGM & CHEMICAL CO 


an IMPROVED 
NO “Bright-Line’ Haemacytometer 


Because only an accurate blood count is 
worth taking, the newest “Bright-Line’’ 
chambers retain all six safeguards to accur- 
sxy*. But new, extra long plateaus make 
them easier than ever to fill . . . still an- 
other reason why the majority of technicians 
choose AO Spencer “Bright Line’ Haemacy- 
See your AO Spencer Distributor 
E109, 


CHICAGO 11 Uhh 


tometers 
or write Dept 


6 ~Bright-Line” Safeguards to Accuracy 


+ Greater viswe! contre! between cofls end beckground 
© More even distribution of coll on motetiired 
Pieleee 
© Cleerty defined Bright Line rulings 
* Counts made with condenser at full epertere 
+ Indenteren on underside of cRember ohm: 
meter surtece scratches ond protengs chamber lite 
+ Production tolerances ere held te these recommended 
ond vat forth by the UD. Bureee of Stenderds. 


NEW— 


Complete ‘ 
“Bright-Line”’ <“ 
outhts now 

supplied in 
convenient 

pocket case of 

tough, resilient 

) h 

Polyethylene. J 


American @ Optical 


INSTRUMENT DIVISION © BUFFAL 
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PATIENTS 
... | Have Met 


The editors will pay $1 for each story pub- 
lished. No contributions will be returned. 
Send your experiences to the Patients I Have 
Met Editor, MODERN MEDICINE, 84 South 
Tenth St., Minneapolis 3, Minn. 


Improvement Noted 


The call was from the wife of a pa- 
tient who was convalescing from pneu- 
monia. She said her husband seemed 
to have a fever and would I come right 
over. I was engaged at the moment, so 
I asked her to take her husband’s tem- 
perature and call me back. 

In a few minutes she called again. 
“Everything’s all right now,” she said 
happily. “I didn’t have a thermometer, 
so I used a barometer. It registered 
‘very dry,’ so I gave him some whisky. 
He’s feeling fine now.”—w. J. B. 


Extra Careful 


In talking to a young mother about! 
her infant, I stressed the importance of 
sterilizing the nipples as well as the’ 
bottles. 

“I always do,” replied the woman 
brightly, “and then, just to make sure 
that the holes are open, I blow through 
them.”—A.s.A. 







































































“Must you always be running after 
that redhead?” 











.F.Goodrich 


Thick gloves for electricians 
—thin gloves for surgeons 


A life could depend on either 


HE B. F. Goodrich electricians’ glove 
shown above must stand a test of 10,000 
volts of electricity before it passes inspection. 
Tissue-thin surgeons’ gloves also provide the 
surgeon with maximum comfort and glove 
strength. They are both made by a special 
process that permits a glove to be made from 
single layer of the purest latex. 


B. F. Goodrich surgeons’ gloves are com- 
fort-designed with extra long, restricted 
rrists, full backs and tapered fingers. A full 
ine of accurate sizes and in four types: 
yperating gloves, ‘'¢ utinized’’ gloves with a 


slightly roughened surface, short examining 


gloves, and “Special Purpose’ gloves for 
those who develop an allergic dermatitis 
from wearing ordinary rubber gloves. 

B. F. Goodrich also makes a complete line 
of Koroseal hospital sheeting and film, and 
a line of rubber items for hospital and pro- 
fessional use. To order these items, contact 
your hospital or surgical supply dealer. 
The B. F. Goodrich Company, Sundries Division, 


Ak ron, Ohio. 


B.E Goodrich 
Surgeons Gloves 





POTENT ANESTHESIA 
in Itching and Surface Pain 


“* 207% sencoaie 


In Hemorrhoids, Ecze- 
mas, Pruritus, Burns, 
Post-Episiotomies 
Send for free sample 


1c 
pyoricllie 


and with 


_ CHLOROPHYLL 
4 





TVANLS SON DIET SCALE 


Standard diet scale 
of the medical 
profession, 


Capacity 500 grams 

by grams. 

Rotating dial eliminates 
computation. 

Model 1411, glass pro- 
> tected dial, price $15.00. 
Model 1440, enamel dial, 

price $10.00. 

See your supply house 


| HANSON SCALE CO. Est. 1888 Chicage 22, Ill. 








| For today’s BUSY physician, it's “FOILLE First 
in First Aid’’ in the treatment of burns, minor 


wounds, abrasions—in office, clinic or hospial. 


CARBISULPHOIL COMPANY 
2931 SWISS AVE. © DALLAS, TEXAS 


ANTISEPYT ANA &$ 
YOU RE INVITED c 
sAMnLEs ANG DILLE 
t™ s ee 


SAMPLES AND 
CLINICAL DATA 


Americaine, Inc., 1316 Sherman Ave., Evanston, Ill. 











| Can’t Do Both 


One of my patients called to tell me 
he wasn’t feeling well. 
“Did you drink 2 qt. of water and 


| stay in bed as I told you to?” I asked. 


“Now, Doc,” he whined, “you got 


| to make up your mind what you want 


me to do. I drank the water.”—RrR.w. 


Attached to a check I recently 
received from a patient to whom 
1 had administered an anesthetic 
was a note: “For antiseptic serv- 
ices.” —M.P.W. 


Different Approach 


“What’s the name of the new minis- 
ter?” sighed the octogenarian from her 
sick bed. 

“That’s not the minister, Mother,” 
said her daughter, “that’s the geria- 
trician, a doctor who specializes in the 
complaints of elderly folks.” 

“Hm! A _ doctor, eh? I kind of 
thought he was too familiar for a 
preacher!”—F.T. 


Let's Be Delicate 


Two cockroaches were lunching, and 
one was regaling the other with an ac- 
count of a new lunchroom in the 
neighborhood. 

“The refrigerator is spotlessly white, 
the floor sparkles like polished metal, 
there isn’t a crack in the walls or ceil- 
ing. In fact there isn’t a speck of dirt 
in the place.” 

“Please,” protested the other slightly 


| nauseated, “not while I’m eating.”— 


S.0.T. 


THE BALANCED FORMULA 
for TIRED EYES 


ALKALOL 
ween an 


The Alkalol Company, Taunton 10, Mass. 
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when iron alone is not enough 


To accelerate recovery in the treatment of microcytic hypochromic anemia, you will 
want to prescribe not only iron but all the elements known to be essential for the 
development and maturation of red blood cells. This is particularly true when the 
anemia is the result of blood loss. For prompt and effective hematinic therapy, con- 
sider the ‘‘Bemotinic’’ formula below. 


Ferrous sulfate exsic. (3 gr.)......-.- 200.0 mg. 
each capsule contains: Vitamin By U.S.P. (crystalline) 10.0 meg. 
Gastric mucosa (dried) 100.0 mg. 
Desiccated liver substance, N.F..... . 100.0 mg. 
Folic acid 

Thiamine HC! (B;) 

Vitamin C (ascorbic acid). . . 





In macrocytic hyperchromic anemias, ‘‘Bemotinic’’ will provide additional support to 
specific therapy, or may be used for maintenance once remission has been achieved, 
In many pernicious anemia patients there is need for iron because of a co-existent 
iron deficiency. 


Suggested Dosage: One or two capsules (preferably 
taken after meals) three times daily, or as indicated. 


No. 340—Supplied in bottles of 100 and 1,000 


| ok Just the right shade of red 


CAPS 
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Ww York, N streal, ae 
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Babies Enjoy Better-Tasting 
Heinz Baby Foods! 


Even The Tiny Tots In Your Care Will Appreciate Finer-Tasting 
Heinz Baby Foods! Heinz Retains Fresh Flavors And Colors—And A High 
Degree Of Vitamins And Minerals—By Scientifically Cooking 
Select Fruits And Vegetables From America’s Finest Farms And Orchards! 





a ~ 
Wh Oh THE Famous a EINZ, OF CouRsE! 
hood Name IN FINER-TASTING 
Mothenra. baow BABY FOODS, 
HEINZ MEANS 
Quauity ! 


Vom 








Here's Why Doctors Everywhere 
Recommend Heinz Baby Foods: 
- Heinz kitchens are located in the 
eart of America’s most fertile garden 
pots—so no time is lost between field 
nd kettle. 
- Heinz Baby Foods are scientifically 
ooked for higher nutritive value— 
ner flavor, color and texture! 
- Heinz quality is laboratory con- 
olled for absolute uniformity. 
. Better-tasting Heinz Baby Foods 
re backed by the 83-year-old 57 
mbol of quality. 
DVER 50 VARIETIES: STRAINED FOODS... . JUNIOR FOODS .. . PRE-COOKED CEREAL 
FOOD . . . PRE-COOKED OATMEAL CEREAL . . . PRE-COOKED BARLEY CEREAL 
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aeclpa RH eRe ores 


UNSURPASSED 
SECURITY..... 


UNSURPASSED 
QUALITY..... 


gynecological division 


in conception control is provided by the com- 
bination of an individually fitted occlusive 
diaphragm with a dependable spermatocidal 
jelly... according to authoritative current 
medical opinion.'? 


eae 
is provided by RAMSES* Vaginal Jelly’ and 
the RAMSES Flexible Cushioned Diaphragm 
... Specifically designed to insure the utmost 


in effectiveness and acceptability. 


% 


1. Report to Council on Pharmacy & Chemistry, A.M.A.: J.A.M.A. 
148:50 (Jan. 5) 1952. 2. Dickinson, R. L.: Techniques of Con- 
ception Control, ed. 3, Baltimore, Williams & Wilkins Company, 
1950, p. 2) 


*The word RAMSES is a registered trademark of Julius Schmid, 
Inc. TtActive ingredients, by weight: Dodecoethyleneglycol 
monolaurate 5%; boric acid 1%; alcohol 5%. 


JULIUS SCHMID, INC., 423 West 55th Street, New York 19,N. Y. 
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When AH yperacidit y 


Wa problem i 


ANTACID THERAPY can be as impracticable 


as a one legged stool. Too often the influence of the psychogenic com- 


ponent is overlooked in concern with gastric and intestinal pain 
Silaloid provides a palatable and practical, over-all therapeutic answer 


to conditions ranging from hyperacidity to gastric and peptc ulcers. 


Silaloid can be swallowed, chewed or taken in a glass of water, where 


ic disintegrates rapidly—in a few seconds 


In your patients requiring ant 
acid therapy, prescribe Silaloid for its 
prompt and prolonged acuon and its 
over-all rationale 

DOSAGE: Tuo tablets 3 to 4 tim 

datly or as required 


SUPPLIED: In bottles of 100, 500, 


1000 tablets 


Each SiLALOID tablet contains: 





ANTACID 


7 gr. magnesium trisidiate—a non-systemic, non- 
consupating antacid sufficient co neutralize 
45 cc. of 0.1 N. HCI 





SEDATIVE 


« ar phenobarbital —to decrease tonus of the 
intestinal musculature and to provide central 
depressant acuon on the vagus 





ANTISPASMODIC 


eT 
11250 gr. byesc yamine sul fate,1/ 5000 gr atropine 
iulfate—to control excessive Motor activity, 
hyperperistalsis and pylorospasm 


VANPELT & BROWN, INC. « Pharmaceutical Chemists » RICHMOND 4, VIRGINIA 








hypertension 


and . 


angina pectoris 


Theobarb with Mannitol Hexanitrate 
is useful in preventing attacks of 
tachycardia, insomnia or transient 
headache when these are premonitory 
signs of hypertension. This preparation 
helps forestall severe damage to the 
arterial system in the brain, the heart 


in the management of 


and in the kidneys. 
oe 


Theobarb with Mannitol Hexanitrate 
is unique in its composition and has been 
specifically formulated to: 


provide prolonged vasodilation, 
especially of the arterioles which 
are important in heart and kidney 
function, 

produce myocardial stimulation and 
desired diuresis, 


promote mild sedation for continued 
therapy with minimai side reactions. 


wi itt Ret ete 9 a, 2 ot hee Roe 
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Theobarb with Mannitol Hexanitrate 


Wrenner 


Each pink tablet contains 
Vannitol Hexanurate 
Phenobarbital 
Theobromine 

olso Theobarb Special 

with Mannitol Hexanitrate 

Each green tablet contains 
Vannitol hexanitrate ly gr. 
Phenobarbital ly gr. 
Theobromine > gr. 


l , 
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Available in bottles of 50 and 500 tablets 


VANPELT & BROWN, Inc. 
RICHMOND 4, VA. 
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Theobarb With Mannitol Hexanitrate 





Man-eagle design 
from Hopi Indian food bowl 


Se ea 


DELICIOUS WAYS TO SERVE LARGE 
AMOUNTS OF PROTEIN IN LOW BULK 


Served in baked goods, custards, puddings, ice cream and other desserts — or in milk — 


ESSENAMINE COMPOUND POWDER (with carbohydrate 25%), 
vanillin flavored — provides the high protein needed by the nutritionally deficient or 
seriously ill patient, without the bulkiness of ordinary foods. Or Essenamine may be 
served as a pleasantly crunchy “cereal,” plain or with milk, cream or sugar, in the form of 


ESSENAMINE COMPOUND GRANULES (with carbohydrate 30%), 
vanillin flavored 


“With a high protein diet, healing begins on the first day.”"* 





ESSENAMINE®* 


ESSENAMINE POWDER (unflavored) 
7% and 14 oz. glass jars. 


SUPPLIED IN THREE FORMS: sa caaaeaet pe ong POWDER (Vanillin Flavor) 


ESSENAMINE COMPOUND GRANULES (Vanillin Flavor) 
74% oz. and I Ib. glass jars. 


New Yorn 18, N.Y. Winosoe Ont. 


*Marthews, J G. Care and Healing of Traumatic Wounds. Northwest Med, $0:512. July. 1951 
Essenamine, trademark reg. U.S. & Canada 





A new rationale a new formula 


Pyribenzamine —antihistaminic action* to relieve conges- 


+ tion, inflammation and pruritus 
Nupercaine —local anesthetic action for prompt and 
prolonged relief of pain. 


‘a 


Pricaina 


Trade Mark SUPPOSITORIES 


*Loew, KE. R.; Physiol, Rev, 27:542, 1947, 


Haley, IT. J.. and Harris, D. H.: J. Pharm: & Exp: Therap. 95:293, 


Issued Suppositories in boxes of 12 


~\e 
Also available as Tricainal Rectal 
ila 4 r inal tal C i b al SUMMIT. NEW JERSEY 


Ointment in | oz. tubes. 


2 1854M PY RIBENZAMINE® (tripelennamine) NUPERCAINE ® (dibucaine) 





